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The conditions under which adhesions form round joints 
constitute one of the fundamental problems of fracture 
treatment, and a problem which is frequently misunder- 
stood. 

On what grounds can early active movement of joints be 
urged with the object of preventing stiffness, when at the 
same time absolute immobility of the joints near the 
fracttre is insisted upon? Why in some circumstances 
may joints be immobilized without becoming seriously 
stiff, whereas at other times dense adhesions form even 
although the joints have not been completely immobil- 
ized? Why can some joints be immobilized for a year 
with impunity, and yet others become permanently stiff 
within a few weeks? Why does the wrist-joint become so 
much more stiff when immobilized in a cock-up splint 
than when immobilized in a dorsal plaster splint? Why 
do the stiff knee- and the stiff shoulder-joint sometimes 
react well to manipulation and sometimes badly? Why 
does massage and passive stretching always aggravate 
stiffness of the finger- and elbow-joints? These are some 
of the many questions which arise in considering the 
relative responsibility of immobility, of injury, and of 
other factors in promoting adhesion formation, and in 
determining the probable response of adhesions to massage 
and passive movement, to manipulation, and to active 
exercise. 

The Nature of Joint Adhesions 


The surgeon who recently admitted that he had ex- 
plored an elbow-joint in order to divide the adhesions 
was obviously less familiar with the elbow than with the 
abdomen. It is true that bands of fibrous tissue may 
sometimes be seen between the surfaces of a joint where 
infection has destroyed the articular cartilage, but healthy 
articular cartilage is rarely if ever the site of adhesion 
formation. The joint adhesions associated with injury 
are almost entirely peri-articular, and they involve mainly 
the plications of the joint capsule. The term ‘‘ adhesion 
formation ’’ conveys a less accurate picture of the patho- 
logical process than the term ‘‘ adherence of capsular 
plications.’’ The adhesive substance which is responsible 
for the gumming together of adjacent tissues is provided 
by any sero-fibrinous exudate. In the early days it is 
the fibrinous deposit which is responsible ; in the later 
stages the fibrin is replaced by a young connective tissue 
and ultimately by a fully formed fibrous tissue. All of 
these stages may be described as ‘‘ adhesion formation.”’ 

The impression that adhesions can only form as the 
result of injury or infection of a joint is quite erroneous. 
It is true that when the joint capsule is torn exudate 
is poured out from the torn edges. Moreover, when 
there is a traumatic or infective synovitis the inflam- 


*A British Medical Association Lecture delivered to the North 
Wales Branch at Bettws-y-Coed, October, 1935. 


matory exudate involves the capsular tissues and causes 
adhesion of the plications. But other factors may be 
responsible. Quite frequently the joint itself is perfectly 
normal, and the source of the exudate is entirely extra- 
articular. There may have been a spreading exudation 
from a distant injury or infection ; there may have been 
recurrent oedema of adjacent tissues ; or simply venous 
stasis and congestion due to the muscular: inactivity of 
immobility and disuse. The potency of these factors in 
promoting adhesion formation depends upon the degree 
of exudation and the fibrin content of the exudate. It 
also depends upon the frequency with which the soaking 
is repeated. In fact it is the recurrence and persistence 
of sero-fibrinous exudation which provides the key to the 
problems of adhesion formation. If the tissues of a joint 
are soaked day by day in exudate adhesions will form 
whether immobility is complete or incomplete and whether 
the joint is injured or normal. Even a severe fracture 
of the elbow-joint where the injury is not repeated will 
cause less adhesion formation than the relatively trivial 
injury of passive stretching repeated day after day by an 
over-enthusiastic masseuse. Adhesions form less readily 
round the ankle-joint which is immobilized in a walking - 
plaster than round the same joint when it is left free 
to move but is subject to recurrent oedema. 


The Adhesions of Immobility 


Immobility in itself, therefore, is not a major factor 
in the development of adhesions. It is not true to go so 
far as to say that ‘“‘ rest of a normal joint in a normal 
position cannot give rise to adhesions.’’' When an upper 
limb plaster spica is applied for an abnormality of the 
shoulder and includes the normal elbow- and wrist-joints, 
even though functional activity is maintained so far as 
possible by active movement of the fingers, the wrist- 
joint has only half of its normal range of movement on 
the day that the plaster is removed. There has been 
some degree of venous stasis with engorgement of the 
tissues, and the capsular plications which have been in 
constant contact have become slightly adherent. In such 
cases the adhesions are so light that they rapidly stretch 
with the patient’s own exercise. Even if the joint has 
been immobile for many months a normal range of move- 
ment may be expected within a few weeks. Only when 
the immobilization is associated with other factors do the 
adhesions become dense and resistant. 


The Adhesions of Immobility and Injury 


When a joint has been injured there is an obvious 
source of fibrinous exudate in the effusion and haemor- 
rhage from the synovial membrane, the fractured bone, 
and the torn capsule and periosteum. A much greater 
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immobilization of such a joint than from the immobiliza- 
tion of a normal joint. Actually, however, the initial 
exudate rapidly absorbs, and provided it does not recur 
through infection, through the institution of movement 
at too early a date, or through the practice of passive 
stretching movement, we still find that the adhesion 
formation is not of serious degree. 

It is constantly found in fractures of the carpal scaphoid 
bone where the wrist has been immobilized for six or 
twelve months or even longer that it functional activity 
has been continued throughout that time the wrist-joint 
can be painlessly moved through at least one-third of its 
normal range on the day that the plaster is taken off. 
Similar'y, when even a severe fracture-dislocation of the 
ankle-joint is treated in a walking plaster so that there 
has been no recurrent oedema, no functional disuse, and 
no other factor than a single injury and immobility, a 
very free range of movement can be demonstrated in the 
ankle- and foot-joints immediately the plaster is removed. 

The stiffness in such cases is only slightly greater than 
it is in the case of a normal joint which has been im- 
mobilized. Moreover, the adhesions that have developed 
are still fairly light, and there is complete recovery of 
movement within a few weeks by the patient’s own 
active exercise, 


The Adhesions of Immebility and Injury with Other Factors 

What then are the factors which convert the slight 
adhesion formation of immobility into serious adhesion 
formation? Under what circumstances does the recover- 
able stiffness of an injured immobilized joint become an 
irrecoverable stitfness? The factors are those responsible 
for continued or recurrent exudation, and several may 
occur together in the same case: (1) Disuse with con- 
tinued venous stasis. (2) Recurrent oedema. (3) The 
recurrent trauma of daily passive stretching or repeated 
manipulation. (4) The constant trauma of immobiliza- 
tion in a position of strain. (5) Continued infection near 
a joint. (6) The continued irritation of foreign bodies 
near a joint. 


The Influence of Disuse 


There can be no doubt that the addition of functional 
disuse to immobilization is an important factor in pro- 
moting adhesion formation, whether the joint has been 
injured or not.*? The slight adhesions of simple immobili- 
zation are due to the tendency to venous stasis. If in 
addition to immobility of the joint there is complete 
immobility of the muscles of the limb, it is obvious that 
the delay in venous return and the stasis and engorge- 
ment of the tissues will be of much greater degree. It is 
for this reason that the wrist-joint immobilized by means 
of a cock-up splint in the palm of the hand which inter- 
feres with functional activity becomes more stiff than the 
same joint immobilized for the same period in the same 
position by means of a dorsal plaster cast which allows 
the patient to go on- using the hand. The difference in 
the circulation of the wrist may be confirmed by com- 
paring the decalcified bones of the first case with the 
normally calcified bones of the second. Such disuse 
decalcification of the bones of a joint is always associated 
with considerable adhesion formation ; the more severe 
the degree of decalcification the more severe is the stiffness 
of the joint. 

In commenting on the recent report* of the British 
Medical Association Committee on Fractures, one writer‘ 
criticized the suggestion that in upper limb fractures 
stiffness of the fingers could result from immobility and 
disuse alone, on the grounds that in the same report it 
was urged that the joints near the fractured bone should 
be completely immobilized for a long period. The reply, 
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which is quite obvious, is that adhesions form round all 
joints in which there is immobility and disuse, whether 
the joint is near to the fracture or distant from it, and the 
fact that in the treatment of a forearm fracture tem- 
porary stiffness of the elbow and wrist may be inevitable 
is no justification for unnecessary stiffness of the finger. 
joints. But the obvious reply does not go far enough, 
Active movement of the fingers has an effect not only on 
the finger-joints themselves but also on the forearm 
muscles and the circulation of the limb. In contrast with 
passive movement, which is relatively useless, active 
exercise involves contraction of the muscles, acceleration 
of the circulation, and diminution of the venous conges- 
tion of the wrist- and elbow-joints. If stiffness of the 
fingers is prevented, stiffness of the wrist is reduced and 
minimized. On the other hand, no patient is ever seen 
with severe post-immobilization stiffness of the fingers 
and normal movement of the wrist. It is the fact that 
muscular activity of the forearm can still be maintained 
through movement of the fingers, even although the wrist 
and elbow are completely immobilized, which allows 
these joints to be immobilized for long periods without 
becoming seriously stiff. 

When there is a fracture of a phalanx or a dislocation 
of an interphalangeal joint and the finger itself must be 
immobilized the position is quite different. It is no 
longer possible to immobilize completely and at'the same 
time to maintain sufficient functional activity for a normal 
circulation through the finger. This is at least one of 
the reasons for the particular susceptibility of the finger- 
joints to stiffness. The adhesions can be minimized by 
retaining full movement of the other fingers, but, unlike 
the wrist-joint, the adult finger-joint cannot be immo- 
bilized for twelve or eighteen months without becoming 
permanently stiff. The duration of immobilization must 
be minimized, and fortunately it is seldom necessary to 
delay active movement for more than a few weeks. 


The Adhesions of Recurrent Oedema 


Swelling of a limb has so long been acknowledged as 
one of the signs of injury that it has been accepted as 
inevitable, and the serious and harmful influence of oedema 
when it is associated with disuse and immobility of joints 
has passed almost unrecognized. And yet there is no 
more potent factor in adhesion formation, for oedema is 
the ‘‘ glue ’’ of which adhesions are made. 

Fractures of the lower forearm are sometimes associated 
with severe swelling of the fingers. The natural instinct 
of the alarmed patient is to maintain absolute immobility 
of the fingers and hand. Frequently the practitioner 
shares the patient’s fear ; he accepts the swelling as an 
index of the severity of the injury and prescribes rest 
until it has subsided. Exactly the opposite treatment is 
urgently indicated. Adhesions are forming hourly, and 
the more swollen the fingers the more imperative is the 
indication for active movement. The fracture must be 
reduced and immobilized at once, so that finger movement 
may be practised painlessly, and the patient must be urged 
to bend the fingers as fully as possible into the palm of 
the hand, and to continue the active exercise for not less 
than ten minutes hourly throughout the day. If the 
swelling is of more than minimal degree, in addition. to 
continued active exercise, complete recumbency with the 
forearm and hand elevated between pillows should be 
insisted upon for a day or two, in order to reverse the 
effect of gravity. Cutting the plaster down the sides is 
rarely of value, because in such cases the oedema is 4 
reaction to trauma and to gravity, not to pressure, and 
it will appear wherever the surface of the limb is un 
supported. 

It is well known in lower limb injuries that the sudden 
removal of the rigid external support of a plaster cast 18 
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followed by a recurrent gravitational oedema of the leg, 
which gradually increases during the day and subsides 
during the night. The tendency to oedema only dis- 
appears when the distended tissues spaces are obliterated, 
and when the muscle tone of the limb has recovered 
through active exercise. This recovery may be delayed 
for several months, or even indefinitely, if the limb is 
allowed to swell. The vessels remain dilated, the tissue 
spaces remain patent, every swelling of the limb en- 
courages further swelling, and a vicious circle may be 
established. This is the type of case in which adhesions 
always develop round the ankle-joint. The daily soaking 
of the tissues follows a period of immobility and disuse, 
and both the disuse changes and the weight of the 
oedematous limb limit active exercise. The ankle-joint, 
which is already slightly stiff, becomes steadily stiffer. 
On the other hand, if an elastic dressing is applied im- 
mediately the plaster is removed, and is kept in position 
while the patient walks and practises exercises until in 
about six weeks’ time the tendency to oedema disappears, 
the slight stiffness of the joint rapidly goes. 

It is obviously wrong to manipulate any joint for ad- 
hesions while the limb is still subject to recurrent oedéma. 
Even with the relatively slight and more localized oedema 
which gives rise to the sensation of ‘‘ woody thickening ”’ 
of the ankle, and especially of the knee-joint, manipula- 
tion is always followed by recurrent adhesion formation. 
Not only does the oedema produce fresh adhesions, but, 
since the adhesions themselves are oedematous, there is 
a greater exudation when they are torn than if the circula- 
tion is first restored to normal. The swelling must be 
controlled by external pressure and exercise, and if any 
adhesions still remain a manipulation may then be 
successful. 

Unnecessarily prolonged disability is frequently seen 
in lower limb injuries where the toes are allowed to 
become rigid in the clawed position through the adhesion 
formation of recurrent oedema. Flattening of the trans- 
verse arch with correctable clawing of the toes is a com- 
mon posture of relaxation in the adult foot. If such a 
foot is put in a plaster which does not extend beyond the 
metatarsal heads the toes remain at rest in the clawed 
position, and, being unsupported, become oedematous, and 
adhesions develop. The patients are frequently seen after 
many months with a united fracture of one leg, symptom- 
less mobile transverse flat-foot on the opposite side, and 
painful rigid transverse flat-foot on the same side. The 
pain beneath the metatarsal heads, the painful hammer- 
toes, and the secondary disuse oedema account for several 
months of further disability, and operative treatment may 
be necessary. The complication may be avoided by ex- 
tending the plaster to the tips of the toes on both dorsal 
and plantar surfaces with the toes in the neutral position, 
so that although there is immobility there is no recurrent 
oedema. Alternatively, the plaster may be extended 
beyond the toes on the plantar surface but cut away on 
the dorsal surface, so that regular toe exercises may be 
practised. 

Two years ago there was a vigorous discussion in the 
correspondence columns of this Journal on the treatment 
of sprained joints and torn ligaments. Some writers,° 
impressed with the frequency of adhesion formation after 
simple ankle sprains, urged immediate deep massage and 
energetic movements. Others® pointed to the teaching of 
Hilton and of Robert Jones, and appealed for rest of the 
torn structures. The truth clearly lay in a combination 
of the two views. The factors responsible for adhesion 
formation after an ankle sprain are oedema and immobility, 
Both factors remain if there is no.treatment except rest. 
On the other hand, the traumatic exudation and oedema 
may be increased by immediate passive stretching and 
vigorous massage. The first step, therefore, is to prevent 


swelling and oedema, and firm elastic strapping or bandage 
with adhesive felt pads occupying the joint hollows is 
more effective than massage. The second step is to pre- 
vent immobility, but by the painless active exercises 
of the patient himself, and not by the forcible passive 
stretching of a masseuse. 


Adhesions due to Massage and Passive Stretching 


Massage and movements ’’ is frequently prescribed 
as a treatment for stiff joints; actually it is a very 
common cause of stiff ioints. When the adhesions that 
have already formed round a joint are violently stretched 
there is a reactionary exudation and oedema which is 
capable of producing fresh adhesions. If this treatment is. 
repeated day after day a continually recurrent traumatic 
exudation results, and although each day some adhesions 
are stretched many more develop. Such treatment delays 
the recovery of movement in every joint. The weight- 
bearing lower limb joints being less susceptible to trauma 
suffer the least, and they may ultimately regain their 
movement despite it. On the other hand, the upper limb 
joints, which are designed for mobility and not for 
stability and which are far more susceptible to injury, 
become steadily stiffer so long as the treatment is 
continued. 

The elbow-joint is the commonest site for adhesions 
due to physiotherapy. It is generally recognized that 
passive stretching of the elbow may cause myositis 
ossificans, but it is less well known that the treatment’ 
always defeats its own object, and that it increases the 
very stiffness for which it was prescribed. A patient 
sustains a slight elbow injury followed by stiffness, which 
slowly recovers until massage is begun ; the recovery at 
once ceases and the joint again stiffens. Week after week 
such cases are sent to consultants: the only advice given 
is to stop the massage, to stop the carrying of buckets 
of water which may have been recommended, and in fact 
to stop all treatment. Improvement immediately follows. 
If the treatment is not stopped there is not only delay in 
recovery but limitation of movement may remain per- 
manently. 

Cases are still to be seen, even in the hands of qualified 
masseuses, of the reprehensible practice of forcing elbow- 
joints day after day. It is no solution to the problem 
to be told that this is an illustration of the abuse and not 
of the use of massage,’ for lesser degrees of force are 
applied by even the best-trained masseuses, who, in their 
enthusiasm, seem to be quite incapable of resisting the 
temptation to ‘‘ push’”’ an elbow-joint which is slow in 
recovering movement. Six years ago I* reported the 
results of 450 elbow injuries which showed that the 
slightest degree of passive movement aggravated the 
stiffness, and that any treatment, even massage alone, 
delayed recovery. It is illuminating to find that the un- 
qualified bone-setter and manipulator will usually refrain 
from treating an elbow which is stiff after injury, and 
will frequently refer it to a qualified surgeon. The only 
safe procedure, therefore, is to allow no patient with a 
stiff elbow to go near a masseuse or a massage depart- 
ment. Movement must be allowed to recover at its own 
rate, and beyond urging the patient to practise his own 
active exercise no attempt must be made to accelerate 
recovery. 

All that has been said of the elbow applies with equal 
force to the finger-joint. Massage, passive movements, 
and stretching have no place whatever in the treatment 
of the stiff finger, and if such treatment is continued for 
a few weeks the finger will remain permanently stiff. 
Similarly, if accurate measurements are recorded, it will 
be found that the stiff shoulder recovers more rapidly 
if the patient’s own exercise is relied upon than if it 
is treated by massage and passive stretching. 
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Joint Manipulation as a Cause of Adhesions 


It is too generally assumed that if there are adhesions 
round a joint a manipulation will cure them. Manipula- 
tion is a two-edged sword. The procedure will un- 
doubtedly break down the adhesions, but that very 
process gives rise to a new exudation from the torn fibres, 
which can produce fresh adhesions. The new adhesions 
cannot be prevented by vigorous and forcible after-treat- 
ment, for, as we have shown, the trauma of such treat- 
ment may produce still further adhesions. Indeed, the 
balance between adhesions cured and adhesions _pro- 
duced may be a very delicate one. 

The very localized adhesions of certain joints which 
cause discomfort and weakness rather than limitation of 
movement represent almost a different disease, so far as 
treatment is concerned, from the diffuse adhesions which 
actually limit the range of movement. In the tennis- 
elbow, the sprained back, the twisted knee and ankle, 
and the painful flat-foot the adhesions are so light that 
there is usually no demonstrable limitation of movement. 
In such cases the reaction to manipulation is minimal, 
and nothing but good results from the treatment. At 
the other end of the scale are the adhesions which cause 
actual stiffness of the elbow- and finger-joints. It is 
probably not an overstatement to claim that no stiff elbow 
or stiff finger has ever been improved by a manipulation 
under anaesthesia. The practice is only sustained by 
surgeons who do not actually measure the range of joint 
movement. If accurate records are kept it is found that 
the stiff elbow and the stiff finger always become much 
stiffer after manipulation, that many weeks elapse before 
the joint recovers the movement it had before manipula- 
tion, and that if the manipulation is repeated several times 
there is actual loss of movement and permanent stiffness. 

The shoulder- and knee-joints are less susceptible to 
trauma than the elbow- and finger-joints, and manipula- 
tion sometimes increases the range of movement. The 
response to manipulation depends on the nature of the 
adhesions (whether localized or diffuse), the type of 
manipulation (gentle-or forcible), and the after-treatment 
(active or passive). If a stiff shoulder is manipulated 
and there is no audible snap of localized adhesions but 
a gradual giving way of a solid mass of diffuse adhesion 
the manipulation will do no good and will probably aggra- 
vate the stiffness. If, on the other hand, the adhesions 
are heard to snap and are obviously localized, the 
prognosis is good, provided that too much is not done at 
one time. It is far better to perform two or three very 
gentle and incomplete manipulations at intervals of not 
less than six weeks than to perform one severe manipula- 
tion which must be followed by a _ severe reaction. 
Finally, the beneficial result of a manipulation may be 
neutralized if it is followed by repeated passive and 
forcible stretching. 


Effect of Immobilization in a Position of Strain 

Joints stiffen more readily if they are immobilized in 
a position of strain than if they are immobilized in a 
position of rest.° If the fingers are badly splinted so that 
the metacarpo-phalangeal joints are continually forced 
into hyperextension the stiffness which results is very 
intractable. This is another example of the factor of 
recurrent exudation, for the strained position is the 
equivalent of a constantly repeated traumatic synovitis. 
This does not apply, however, to any position which is 
within the normal range. There is no reason at all why 
certain fractures of the elbow should not be treated in 
extension, some fractures of the ankle in equinus, or 
fractures of the spine in full extension. The factor is 


probably not of very great importance, but whenever 
possible the position of immobilization of a joint should 
be a few degrees within the normal limit of movement. 


Continued Infection near a Joint 


The commonest example of adhesion formation round 
joints which though not themselves infected are near to a 


focus of infection is seen in the septic hand. All the factors - 


of adhesion formation are present. The infection causes 
a spreading serofibrinous exudation, there is recurrent 
oedema of the whole hand, the pain and swelling warn 
the patient not to move his joints, and frequently the 
principle of immobilization is applied with far too much 
enthusiasm. Too often the stiffness of the finger which 
has actually been infected represents a very minor part 
of the ultimate disability, and the real crippling has arisen 
from the general adhesion formation in fingers which 
originally were quite normal and had never been infected, 
It is obviously essential in such cases to control the infec. 
tion as rapidly as possible by suitable drainage, and when 
a finger is likely to be irreparably damaged by early 
rather than by late amputation. It is equally important 
to control swelling and oedema by elevation of the limb 
and by avoiding frequent dressings and antiseptic baths 
for prolonged periods. Above all, if immobilization jg 
used -at all it must be confined to the finger actually 
infected, so that active movement of the other fingers 
may be practised throughout. 


Continued Irritation of Foreign Bodies near Joints 


Metallic foreign bodies frequently give rise to irritative 
changes in adjacent tissues associated with a recurrent 
exudation. This is particularly the case where the foreign 
body penetrates the skin so that there is also the possi- 
bility of a low-grade infection of the track. Skeletal 
extension pins which are left in for many weeks are 
associated with this danger. The infection may be of 
minimal degree, and may show no external evidence, or 
at the most a few granulations with slight serous dis- 
charge. Even this degree of infection accounts for 
continued exudation in neighbouring tissues, and if the 
pin has been driven through the supracondylar region 
of the knee-joint at the level of the synovial reflection 
dense adhesion formation may result. The adhesions that 
develop are much more resistant than the adhesions of 
simple immobility. Not infrequently the stiffness remains 
permanently, and this is true even in cases where the 
supracondylar skeletal extension has been associated with 
early mobilization of the knee-joint. Even if right-angled 
movement has been retained from the beginning the 
remaining movement never recovers, whereas in cases in 
which there has been no mobilization but no supra- 
condylar infection, although the joint is very stiff three 
months after the fracture, the ultimate recovery is 
complete. 

The bigger the wound at the site of insertion of the pin 
the greater is the danger, and adhesion formation occurs 
most commonly with the ice-tongue calliper, less often 
with the Steinmann pin, and least commonly with 
Kirschner wire. An extension pin driven through the 
lower part of the tubercle of the tibia is relatively safe, 
for even if slight infection does develop it is too remote 
from the periarticular tissues to cause joint adhesions, 
If an extension pin is left for many weeks in the heel, 
above the os calcis or through the bone, a similar adhesion 
formation may develop round the subastragaloid joint, and 
the recovery of inversion and eversion movement is 
delayed or even permanently limited. Probably the most 
dangerous situation of all is the olecranon. The elbow- 
joint is particularly susceptible to adhesion formation, and 
full extension very rarely recovers after several weeks of 
traction by an olecranon, pin. 

The same factors account for the frequency of permanent 
stiffness of joints when articular fractures are treated with 
wire and screws. Fractures of the olecranon may b@ 
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ectly reduced by operation, the wound may heal with- 
out obvious infection, and passive movement and manipu- 
lation may be avoided in a blameless after-treatment, and 
yet, if wire is used for internal fixation, there is usually 
rmanent limitation of extension movement. The wire 
is associated with a low-grade inflammatory reaction, and 
the continued irritative serofibrinous exudation gives rise 
to periarticular adhesion formation which is particularly 
resistant. In these fractures it is quite unnecessary to 
use anything stronger than catgut, which absorbs so 
rapidly that it does not give rise to adhesion formation. 
Similarly in the replacement of epicondylar fragments to 
the humerus, of malleolar fragments to the tibia, and in 
the repair of comminuted fractures of the lower end of 
the humerus and upper end of the tibia, plates, screws, 
and wire should always be avoided. The rustless and 
stainless metals recently introduced produce less reaction 
than other metals. Nevertheless, even these metals should 
be used with caution, because some reaction does occur 
after two or three months. In fractures of the neck of 
the femur the effect of a stainless steel nail is minimized 
by its distance from periarticular tissues. Even so, it 
appears advisable to remove the nail in all cases as soon 
as the fracture is firmly united. 


Conclusion 


I would repeat, then, that fractures should be perfectly 
immobilized by complete fixation of adjacent joints, so 
that active movement of distant joints may be practised 
painlessly. Patients must be definitely instructed in joint 
mobilization ; briefly, as follows: 

Colles’s fracture: Fix wrist ; actively move fingers, elbow, 

and shoulder. 

Fractured shafts of the radius and ulna: Fix elbow and 

wrist ; actively move fingers and shoulder. 

Fractures of the elbow: Fix elbow ; actively move fingers, 

wrist, and shoulder. 

Fractured shafts of the humerus and shoulder: Fix shoulder 

and elbow ; actively move wrist and fingers. 

Pott’s fracture: Fix ankle; actively move toes, knee, 

and hip. 

Fractured shafts of the tibia and fibula: Fix ankle and 

knee ; actively move toes and hip. 

Fractured shaft of femur: Fix hip and knee ; actively move 

ankle and toes. 

Fractured neck of femur (with nail): Actively move hip, 

knee, ankle, and toes. 


Summary 


1, Joint stiffness after injury is due to the adhesion 
of capsular plications, and this may result from the organ- 
ization of any exudate in the periarticular tissues. 

2. The adhesions of immobilization, uncomplicated by 
other factors, are temporary, and recover by the patient’s 
own exercise. 

3. The factors which convert the recoverable stiffness of 
injured immobilized joints into irrecoverable stiffness are 
those responsible for a continued or repeated serofibrinous 
exudation: (a) disuse with continued venous. stasis ; 
(b) recurrent oedema ; (c) repeated trauma of passive 
stretching ; (d@) continued infection near a joint and irrita- 
tion of foreign bodies near a joint. 

4. Fractures should be perfectly immobilized by com- 
plete fixation of adjacent joints, so that active movements 
of distant joints may be practised painlessly. 
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TREATMENT OF PARALYTIC ILEUS 
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HONORARY ASSISTANT SURGEON, CHRISTIE HOSPITAL ; CHIEF 
ASSISTANT, SURGICAL UNIT, MANCHESTER ROYAL 
INFIRMARY 


The object of this paper is to outline a treatment of 
paralytic ileus which I have used as a routine during 
the past two years with consistently good results. In 
the past a variety of therapeutic measures have been 
recommended in the treatment of this condition and 
many of them have enjoyed a certain measure of success. 
But paralytic ileus still remains one of the most harassing 
post-operative complications which the surgeon is called 
upon to treat. The condition begins as an inhibition of 
intestinal tone and motility as a result of injury of the 
neuro-muscular mechanism or of inhibitory impulses from 
the spinal cord and coeliac plexus. In the early stages 
the intestinal muscle is capable of contracting if suitably 
stimulated. In the later stages, perhaps as a result of 
overstretching and circulatory disturbances, the intestinal ° 
muscle loses its contractile power and does not readily 
regain it. 

The common method of treatment is to use some 
drug or measure which under normal conditions will 
augment intestinal peristalsis. Many cases of intestinal 
paresis may be resolved by the timely use of such drugs 
as pituitrin, eserine, acetylcholine, etc., but this is not 
surprising when the many grades in which this condition 
occurs are considered. The fact remains that many other 
cases do not respond to “‘ stimulant’’ measures, and 
frequently the conclusion cannot be escaped that the 
continued use of such measures has an ill effect on the 
progress of the patient. The too literal adoption of the 
old dictum ‘‘ Get the bowels open and the patient will 
live,’ which has long formed the basis of the treatment 
of paralytic ileus, is likely to kill more patients than it 
will save. 


Physiopathology of Paralytic Ileus 


Whatever the cause of the condition, the essential 
clinical features are a distension of the intestinal tract 
—usually most marked in the small intestine—and a 
complete or almost complete absence of intestinal move- 
ments. Vomiting is not so marked a symptom in 
paralytic ileus as in mechanical obstruction, and unless 
the patient has been given large amounts of fluid by 
mouth the intestinal distension in paralytic ileus is largely 
due to gas ; there is an absence of those typical splashing 
sounds which are obtained on abdominal palpation in 
cases of mechanical obstruction. There seems little doubt 
that in paralytic ileus there is a depression of more than 
one function of the intestinal tract ; muscular activity, 
absorption, and perhaps the most important of all, gas 
exchange, are all affected. But what is the effect of 
intestinal distension on the body as a .whole? What 
are the lethal factors in paralytic ileus? 

The results which may be attributed directly to disten- 
sion of the small intestine are very imperfectly under- 
stood. It is generally believed that toxic products are 
absorbed from the contents of distended loops of intes- 
tine in sufficient amounts to cause death. Some recent 
articles! 2 have cast doubt on the truth of this view, 
and I have just completed a series of experiments in 
which I failed to find any evidence whatever to support 
this theory, except, of course, in the presence of 
strangulation. 

The most noticeable changes, apart from distension, 
presented at operation in the obstructed loops of gut are 
the cyanotic tinge, the engorgement of the blood vessels, 
and the thick oedematous intestinal wall. Several writers 
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have drawn attention to the large accumulation of fluid 
in the splanchnic area in patients dying of paralytic 
ileus. I have found experimentally that the most striking 
change which takes place in loops of intestine in which 
distension develops gradually is the large amount of 
tissue fluid which fills the distended tissue spaces of 
the various layers forming the intestinal wall. I believe 
that the most serious factor in cases of ileus is the 
circulatory failure which results from the stagnation 
of blood and tissue fluid in the distended loops of 
gut and in the peritoneal cavity. The circulation is 
further embarrassed by the amount of fluid lost by 
vomiting. The logical treatment of paralytic ileus, there- 
fore, would appear to consist in: 

1. Relieving the distension of the small intestine. 

2. Maintaining the circulation. 


Effects of Peritonitis 


The cases of paralytic ileus commonly seen by the 
surgeon can be divided into two groups, according to 
whether a peritonitis is present or not. Obviously in 
the group associated with peritonitis the results of treat- 
ment cannot be expected to be as good as those of the 
other group, since the peritoneal infection adds a com- 
plicating factor which may be sufficient in itself to 
cause death. Often the peritoneal infection is not such 
as to cause death by itself, and in these cases it is the 
combined effects of peritonitis and paralytic ileus which 
prove fatal—often the latter is the more important factor. 
In cases of peritonitis I merely claim that the effects of 
any associated paralytic ileus can be controlled by the 
methods to be described. 


Prophylaxis and Drug Therapy 


Paralytic ileus is frequently the result of a faulty 
surgical technique. Many cases can be traced to exces- 
sive packing off and manipulation of the small intestine, 
which should be avoided, especially in the presence of 
a peritonitis. The incidence of ileus can be lessened by 
adopting the following post-operative measures in cases 
in which there is believed to be any danger of this 
condition developing. 

The importance in such cases of keeping the intestinal tract 
as completely rested as possible cannot be too strongly 
emphasized. Purgatives, enemata, etc., are definitely contra- 
indicated. 

No fluid whatever is allowed by the mouth, which is kept 
fresh by frequent mouth-washes, and by chewing-gum, or, 
better still, by raw pineapple. 

Normal saline is given in sufficient amount (usually 6 to 8 
pints) by any of the available routes, but preferably intra- 
venously. Morphine is given in doses of 1/6 grain every 
six hours. 

In the absence of the development of intestinal distension 
water may be given by mouth on the third day, beginning 
with small quantities, say, one ounce hourly. - 

The usual outcome of this treatment is a very smooth 
post-operative period, and almost without exception the 
bowels are moved naturally on the fourth day. 

I do not intend to discuss the use of drugs at any 
length. It has already been indicated that the timely 
use of such drugs as pituitrin, eserine, acetylcholine, 
etc., may produce good results. Therapeutic measures 
designed to stimulate intestinal peristalsis may be tried 
once, but if they fail they should not be repeated. Some 
three years ago I had occasion to operate on a case of 
paralytic ileus due to obstruction of the terminal ileum by 
a band. A spinal anaesthetic was used, and at no time 
during the operation was there any evidence of peristalsis, 
nor could any muscular contraction be evoked by the 
usual methods of stimulation. These findings have since 
been confirmed on several occasions. It seems hardly 


credible that any result can be expected from the use 
of drugs in such cases. 


Relieving Distension by Decompression 


A few words might be inserted here about the vexed 
question of enterostomy. Drainage is often limited 5 
kinking of the gut, and a virulent peritonitis is not an 
unusual sequel to this operation. There is no doubt that 
enterostomy has saved many lives, but too often it jg 
unsatisfactory. In paralytic ileus an enterostomy drains 
very poorly, and I believe that its use has been entirely 
superseded by the measure described by American 
writers* 4 under the term “‘ intestinal decompression,” 
This method is more effective than an enterostomy and 
has none of its risks. 

The principle of the method is the application of 
continuous mild suction to an indwelling tube in the 
stomach or duodenum. It has been shown experimentally 
that the intestinal tract can be drained as far as the 
ileo-caecal valve by such methods ; I have been able 
to verify this at operation in one case. 


CONTINUOUS SUCTION APPARATUS 


The apparatus used is shown in the accompanying diagram + 
it is somewhat simpler than that described by Wangensteen 
and Paine.® It consists of a duodenal tube which is passed 
by mouth or through the nares. This is attached to a 
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T-piece, one limb of which is attached to a reservoir (A) con- 
taining tap-water and placed at a height of about 2 feet 
above the patient ; to the other limb is attached a piece of 
rubber tubing, which drains into a bottle (B) on the floor by 
the bedside. 

It is important that the end of this tube should be below 
the level of the fluid in the bottle (B). The difference in 
height between the open end of the duodenal tube and the 
level of the fluid in the bottle (B) supplies by siphon action 
the continuous mild suction necessary. It has been found 
in practice that the best results are obtained when the differ- 
ence in these two levels is about 2 feet to 2 feet 6 inches. 

Air is removed initially from the apparatus by filling it 
with water from the reservoir (A). The clip (C) is then 
closed, clip (D) is left open, and the stomach contents begin 
to siphon off. The fact that siphonage is actually taking 
place should be verified frequently, since the duodenal tube 
from time to time gets blocked with mucus and debris. It 
is usually unnecessary to remove it, for it can generally be 
washed clear by water, to which sodium bicarbonate may be 
added, trom reservoir (A). In this way the intestinal con- 
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tents are removed, and it will be found that the abdominal 
distension gradually decreases. As a rule the patient will be 
found to tolerate the indwelling duodenal tube very well ; 
nevertheless I prescribe as a routine 1/6 grain morphine 
six-hourly. 

The patient cbtains prompt relief from vomiting and 
from the discomfort due to abdominal distension. It is 
possible, and indeed preferable, to allow fluids by mouth 
as soon as the apparatus is functioning. It gives the 
patient a good deal of comfort and helps to keep the 
mouth fresh, and at the same time it does no harm, 
since the fluid is promptly removed from the stomach 
by the indwelling tube. This “ intestinal decompres- 
sion” is kept up until the abdominal distension has 
completely disappeared and the bowels have been opened 
naturally, an event which usually takes place about the 
fourth day after the treatment is begun. 


Maintaining the Circulation 

The circulation is best maintained by giving normal 
saline intravencusly by the continuous drip method. 
About six to eight pints a day are usually sufficient for 
an adult, but the amount can be regulated by the 
quantity of urine passed, which should not be less than 
one and a half pints in twenty-four hours. The saline 
should be made up from trebly distilled water, in which 
case it will be found that the drip can be kept up 
without any reaction or local phlebitis for a week or 
more, if necessary. 

Once the bowels have moved naturally and the disten- 
sion has disappeared the duodenal tube can be removed 
and the patient may be allowed to take small drinks 
by mouth, beginning with one ounce of water hourly for 
the first twenty-four hours. This is gradually increased 
and at the same time the amount of saline given is 
decreased. Any return cf distension or vomiting is 
unusual, and is treated by reinserting the duodenal tube. 


Results of Treatment 


The immediate improvement in the patient’s condition 
following the institution cf this treatment is not spec- 
tacular. Vomiting is at once relieved and the discomfort 
due to the abdominal distension is lessened as_ the 
intestinal contents are siphoned off. The distension 
gradually diminishes, but the pulse rate does not fall 
appreciably during the first two or three days. In the 
majority of cases the condition is clearing up satis- 
factorily by the fourth day, but in other cases the 
period is prolonged, and two cases in my experience have 
gone eight and twelve days respectively before improving. 
It is apparent that the intestinal muscle does not recover 
its function rapidly, hence the importance of resting the 
intestinal tract as completely as possible during the 
recovery phase. For this reason I believe that purgatives, 
enemata, stimulant ’’ drugs, etc., are contraindicated in 
the treatment cf the established case of paralytic ileus. 

The results of this treatment in a short series of cases 
have been most encouraging. In ten cases of paralytic 
ileus not associated with peritonitis there has been 
one death ; this occurred after the paralytic ileus had 
cleared up, and was due to a pulmonary embolus. 
The opportunities of treating cases associated with 
peritonitis have not been so numerous: five cases have 
been treated with one death—this patient, a girl with 
general peritonitis due to acute appendicitis, died with 
all the signs and symptoms of an acute peritonitis. 
Abdominal distension, which had been marked at opera- 
tion, had almost disappeared under treatment. 

Many other cases, not included in the above series, 
have been treated by my colleagues and by the senior 
residents at the Manchester Royal Infirmary with equally 
encouraging results. 


Conclusion 


A routine is described for the treatment of paralytic 
ileus which is based on the physiopathology of this 
condition. 

The results have been a great improvement on those 
obtained by any other method which I have seen tried. 
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CHRONIC MENINGOCOCCAL SEPTICAEMIA 
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A. M. STEWART-WALLACE, M.B., M.R.C.P. 


MEDICAL FIRST ASSISTANT AND REGISTRAR, LONDON HOSPITAL 


Since Gwyn in 1899 first established meningococcaemia 
in a case of meningitis with arthritis, and Warfield and 
Walker described a case of meningococcal endocarditis 
with septicaemia in 1903, it has been gradually recognized 
that, in addition to the short initial invasion of the 
blood by the meningococci which probably precedes 
infection of the meninges in most if not all cases 
of meningococcal meningitis, meningococcal septicaemia 
may also occur in a subacute or chronic form lasting 
many weeks or months, in which the meninges may 
or may not be involved, the septicaemia being the 
striking clinical feature. This type is well recognized by 
writers about the war period, more particularly in the 
French literature. Sir Humphry Rolleston, in his Lum- 
leian Lectures in 1919, said that intermittent meningo- 
coccal fever due to septicaemia might (a) last for weeks 
or months without any meningeal symptoms developing ; 
(b) follow meningitis; (c) show transient meningitic 
symptoms ; or (d) might terminate in meningitis. He 
stated that a correct diagnosis was seldom made in the 
absence of meningeal symptoms. 

In spite of these descriptions it is felt that the more 
chronic forms of meningococcal septicaemia with their 
characteristic clinical features are not sufficiently often 
recognized, and do not at the present time receive gener- 
ally the attention they merit, seeing that no fewer than 
three unconnected cases, which are described here, have 
occurred in the London Hospital during the last two 
years. These follow two further cases of a similar nature 
in the same wards, reported by Lawson Stote in 1929. 


Case Reports 
Case I 

A printer aged 25 was admitted to the London Hospital on 
March 3ist, 1934, under Dr. Hutchison, with three weeks’ 
history of an illness characterized at the onset by headache, 
and followed later by fever; pain in the legs, and tender, 
red cutaneous nodes on his limbs. 

History.—Three weeks previously he had awoken in the 
early morning with severe frontal headache, which passed off 
after a few hours. He vomited once, felt weak, and stayed 
at home. During the next two days he developed spasms of 
gripping pain in the right heel, which occasionally radiated 
up the leg and back to the nape of the neck. He tried to 
work during the two succeeding days, but had a constant 
frontal headache, felt lethargic, and commenced to have pains 
in his knees and ankles. Since then he had been confined to 
bed with fever, profuse sweats, especially at night, pains in, 
his legs, and severe headache during the first few days, the 
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last-named subsequently becoming less marked. There was 
no vomiting. During this time scattered, red, painful 
cutaneous nodes appeared on his shins and thighs ; these 
disappeared after a few days, and were succeeded by fresh 
lesions. He lost weight rapidly. 

On Admission.—He was a spare youth who looked ill. His 
skin was moist and sweating. There was moderate pyrexia. 
His colour was good and his tongue moist; the fauces 
were slightly injected. The apex beat was not displaced ; 
there was a short, localized, soft systolic murmur at the 
mitral area. No abnormal physical signs were detected in 
the chest or abdomen. The spleen was not palpable. The 
fundi, mentality, and central nervous system were normal. 
There was no neck rigidity, and Kernig’s sign was negative. 

Raised erythematous patches were scattered over the legs, 
arms, and chest, a few being the size of a pin’s head, but 
the majority about as large as a thumb-nail. The larger 
lesions were tender, and disappeared after three to five days, 
leaving a faint stain, which completely vanished after a few 
further days. Many of the nodes had a mauvish tinge, and 
somewhat resembled erythema nodosum in appearance. 

Course.—The raised temperature continued for a further six 
weeks, and was accompanied by sweating, stiffness, and pain 
in the joints (more particularly the knees and ankles), and 
several fresh outbreaks of the cutaneous lesions corresponding 
with slight exacerbations of pyrexia. He had no further 
headaches. Eventually in the eleventh week of his illness 
the pyrexia, the rash, and all the symptoms disappeared, and 
on July 7th he was discharged fit. 

Laboratory Findings.—The urine was normal. Blood cultures 
resulted as follows: April 9th, Type I meningococcus re- 
covered: April 18th, sterile; April 27th, Type I meningo- 
coccus recovered ; May 25th, sterile. In a nasopharyngeal 
swab taken on May 26th Type I meningococcus was present. 
The cerebro-spinal fluid examined on April 15th was clear and 
colourless. There was no excess of white cells. The protein 
content was 30 mg. per 100 c.cm. The Wassermann reaction 
was negative. Blood counts showed that the red cells varied 
from 3,900,000 to 5,000,000, haemoglobin from 80 to 90 per 
cent., white cells from 7,600 to 7,800, and polymorphs 
between 60 and 65 per cent. The Widal test, examination of 
the sputum, and an w-ray examination of the chest proved 
negative. 

Case II 

A motor mechanic aged 20 was admitted to the London 
Hospital, under Dr. Leyton, on January 24th, 1934. 

History.—Four weeks previously he had a sudden onset of 
severe generalized headache, which lasted three days; he 
stayed in bed, but had no nausea or vomiting. He got up 
on the fourth day and returned to work, but had to leave 
early on account of severe cramping pains down the backs 
of both legs, causing difficulty in standing up from the 
sitting position, and making it necessary for him te support 


himself with his arms while going up or down stairs. Since 
then he had been almost completely confined to bed. Several 


attempts were made to get up, but the severe pain in the 
legs made walking nearly impossible. No further headaches 
followed. He developed pyrexia, his temperature being raised 
on most evenings, reaching 103° on occasions. Two weeks 
previously a scattered, non-irritating skin eruption, consisting 
of rose-red papules, appeared on the trunk and limbs and 
slightly on the face ; the lesions were raised, slightly tender, 
and varied from a small papule to nodes the size of a 
threepenny bit. These disappeared after a few days, but 
were succeeded by further crops. The pyrexia continued with 
considerable loss of weight. For the two days before 
admission he again complained of some stiffness at the back 
of the neck. 

On Admission.—The patient was well built, but showed 
signs of considerable loss of subcutaneous tissue. Irregular 
pyrexia continued. There were scattered skin lesions on 
the limbs and trunk and a few on the face, with 
the characteristics described. The tongue was clean. The 
fauces were slightly injected, with some enlargement of 
the tonsils. There were no abnormal physical signs in 
the heart, chest, or abdomen, and no cardiac murmurs. 
The spleen was not palpable. No abnormal physical signs 
were found in the central nervous system, except for some 
slight resistance to flexing the neck during the first two days. 
The mental condition was normal. 


= 

Course.—The pyrexia continued for four further weeks 
and the temperature became normal during the fifth week. 
nine weeks after the onset. A few further skin lesions 
appeared during this time, chiefly on the legs, the individual 
lesions lasting four to five days, the larger ones bein 
slightly tender on pressure. Except for the slight neck rigidity 
during the first two days in hospital he showed no signs of 
meningeal involvement. There were no headaches or vomiting, 
He constantly complained of stiffness and pain in the legs, 
especially the calves, and occasionally in the arms throughout 
the pyrexial period. 

On March 5th, following four injections of meningococea] 
antitoxin during the previous week, he developed a severe 
serum reaction with pyrexia and urticaria. This subsided 
two weeks later, and he was discharged fit on April 10th, 

Laboratory Findings.—The urine was normal and the 
gonococcal fixation test negative. No meningococci were 
found in a throat swab on March 11th. Blood cultures pro. 
duced on January 30th a Gram-negative diplococcus, which 
proved to be a Group II meningococcus ; on February 12th 
they were sterile ; on March 6th a Gram-negative diplococcus 
was recovered ; and on March 13th and 25th they were sterile, 
The cerebro-spinal fluid on January 31st was a clear, colourless 
fluid, with no excess of cells ; the protein content was 30 mg. 
per 100 c.cm. ; the Wassermann reaction was negative. On 
March 15th it was clear and colourless. There were four 
white cells per c.mm. The protein content was 30 mg. per 
100 c.cm., and the chloride figure was 0.67 gram per cent. 
as sodium chloride. In blood counts the red cells ranged from 
5,100,000 to 4,900,000, the haemoglobin from 85 to 65 per 
cent., the white cells from 12,600 to 11,200, and the 
polymorphs from 81 to 71 per cent. 


Case III 


A labourer aged 46 was admitted into the London Hospital 
on July 19th, 1935, under Dr. Rowlands, for investigation 
of an illness which had commenced insidiously seven months 
previously, and was characterized by irregular pyrexia with 
occasional rigors, a skin eruption resembling in some respects 
erythema nodosum, and pains in the legs. 

History.—The patient stated that his illness had started 
with painful red swelling of two fingers in December, 1934, 
one on each hand, which he attributed to minor injuries, 
This. was closely followed by the gradual onset of general 
malaise, dizziness, shivering, and weakness of the legs. He 
became feverish, and was at times delirious. In January, 
1935, he was admitted to the Royal Surrey County Hospital, 
Guildford. All investigations proved negative. Slight tem- 
porary improvement appeared to follow teeth extraction, but 
he relapsed three weeks later, and since then had been con- 
fined to bed, except for a few periods from one to three days, 
when he tried getting up. He had had an irregular tempera- 
ture, which tended to be normal or subnormal in the morning 
and up to 100° or 101° in the evening, and was accompanied 
once or twice a week by shivering attacks. Pains in the 
back of the thighs and calves were his chief complaint. No 
localizing symptoms were found in any system, and no pain 
in his head or neck. There was no vomiting. In addition 
to his pyrexia the only objective finding was the appearance 
of scattered rose-red or mauve papules, ranging in size from 
that of a pinhead to patches somewhat like those of erythema 
nodosum. They were raised and tender, lasted three or four 
days, and then subsided leaving a brownish stain, which pet- 
sisted for ten to fourteen days and finally completely dis- 
appeared. They were confined chiefly to the arms and legs, 
but appeared occasionally on the chest. 

Previous Histovy.—He had travelled in the East during the 
war. He had had malaria and influenza. 

On Admission.—The pyrexia continued, accompanied by 
occasional rigors. He was thin and moderately wasted, 
with a marked malar flush and bright eyes. No abnormal 
physical signs were found in his chest, abdomen, oF 
central nervous system, nor any cardiac murmurs. The 
spleen was not palpable. There were no signs of menin- 
geal involvement. The fundi were normal. Fresh outbreaks 
of scattered papules and erythematous nodes with the 


characteristics already described continued to appear, each 
fresh crop tending to correspond with the peaks in the tem- 
perature, 
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Laboratory Findings.—The urine was normal, except for 
casional traces of albumin in October. Blood counts mostly 
uk Jed a moderate leucocytosis. The red cells ranged from 
+ 190,000 to 4,500,000, and the haemoglobin from 83 to 87 
es py On July 23rd the leucocyte count was 15,800 ; 
e August 27th, 13,400; on October 10th, 23,400 ; and on 
November 8th, 10,400. The polymorphs ranged from 85 to 
61 per cent. On July 29th the cerebro-spinal fluid was clear 
and colourless, there being two white cells per c.mm. The 
protein content was 25 mg. per 100 c.cm. The Wassermann 
reaction was negative, and the Lange curve was 11222100. 
Blood cultures taken on July 19th and October 4th were 
sterile. Negative results followed the testing of the sputum, 
Wassermann reaction of the blood, the blood agglutination 


-yeactions to typhoid, paratyphoid, melitensis, and abortus 


pacilli, and the urine ; an x-ray of the chest and pyelograms 
were negative. A microscopical biopsy of the skin lesion 
on September 23rd showed a focal area of acute inflammation 
in the dermis and subcutaneous tissues. There was _ infiltra- 
tion with neutrophil leucocytes, lymphocytes, mononuclear 
Jeucocytes, and histocytes around the small vessels and sweat 
glands (W. Woods). 

Course.—His condition continued without altering much till 
the end of September. He was mentally quite normal and 
his general health relatively good, his only complaint being 
the pains in the back of his legs, which were at times severe. 
No headaches, vomiting, or signs of meningeal involvement. 
After the irregular pyrexia and skin eruptions had continued 
for nine months without great change he suddenly developed 
signs of meningitis. On September 23rd he complained of 
severe pain in the back of the neck and occipital region, 
radiating to the vertex. Pain and rigidity were caused by 
flexing the neck, and a positive Kernig’s sign appeared. His 
mental condition slowly changed. At night he became dis- 
orientated and muttered to himself. He became drowsy, 
but remained rational when roused, almost to the end, though 
his reaction time became very slow. 

Cerebro-spinal Fluid.—This became slightly turbid on 
September 30th, with a large excess of white cells, finely 
granular oxyphils predominating. No organisms were seen, 
and it was sterile. The protein content was 200 mg. per 
100 c.cm. The Wassermann reaction was negative. On 
October 10th the meningococcal complement-deviation test 
proved negative. On October 23rd the cerebro-spinal fluid 
was colourless with a cobweb clot, and 250 white cells per 
cmm. There were red cells with a large excess of white 
cells ; 66 per cent. finely granular oxyphils, and 24 per cent. 
mononuclear cells. There were no organisms. The fluid was 
sterile. The protein figure was 400 mg. per 100 c.cm., and 
the chloride figure was 0.62 per cent. On November 12th 
the cerebro-spinal fluid was golden yellow and turbid, with 
2,700 white cells per c.mm. The protein content was 700 mg. 
per 100 c.cm. There were 90 per cent. finely granular oxy- 
phils, but no organisms were seen. Cultures prcduced a 
Gram-negative diplococcus, a meningococcus of Group II. 

Both plantar responses became extensor by October 28th. 
The fundi, cranial nerves, and other reflexes remained normal. 
He wasted greatly ; there was increasing drowsiness, and 
finally coma supervened during the last week. He died 
quietly on November 28th, twelve months after the commence- 
ment of his illness, and two months after the onset of 
meningitis. 

Post-mortem Report.—There was considerable excess of 
slightly turbid fluid in the subarachnoid space and ventricles. 
Greenish muco-pus was found in patches in the cisterna 
magna and basalis extending up into the cortical sulci. There 
was some opaque thickening and injection of the meninges 
overlying the cisterna magna. There was great oedema and 
congestion of the lungs, and the liver was congested. The 
small, flabby spleen had an oedematous congested pulp. There 
was slight parenchymatous degeneration of the kidneys ; and 
aa abundant bright yellow lipoid with a broad, dark brown 
Pigment zone, and a narrow grey medulla in the suprarenals. 
No endocarditis was present, but there was moderate 
parenchymatous degeneration of the myocardium. Moderate 
atheroma of the aorta was noted. 


These three cases have striking features in common, 
and closely resemble the two other cases of subacute 
Meningococcal septicaemia without meningitis which 
occurred previously in the same wards under Dr. Hutchi- 


son, full details of which have already been published 
in 1929 by Lawson Stote. 


The first was that of a boy aged 7, who had a swinging 
pyrexia for fifteen weeks, with pains in the arms and legs, 
and a rash with lesions resembling erythema nodosum on the 
limbs. The spleen was just palpable in the thirteenth week. 
No cardiac murmurs were heard, and there were no headaches 
or signs of meningeal involvement. A blood culture produced 
meningococcus Type IV. The cerebro-spinal fluid was normal, 
and the blood count was physiological. Complete recovery 
ensued. 

The second was that of a boy aged 15, who for twelve 
weeks ran an irregular pyrexia with occasional rigors. Raised, 
tender, erythematous nodes appeared on the chest during the 
first week and later on the limbs. There were pains in the 
joints, but no headaches or signs of meningeal involvement, 
and no cardiac murmurs. The spleen was not palpable. A 
meningococcus, Type IV, was grown from the blcod. The 
cerebro-spinal fluid was normal, and the blood count physio- 
logical. Complete recovery followed. 


Clinical Features 


The meningococcus, therefore, can cause subacute and 
chronic septicaemia lasting many weeks or months with- 
out any, or with only transient signs of, meningeal in- 
volvement, presenting a clinical picture with many charac- 
teristic features. All the London Hospital cases occurred 
sporadically and quite independently, and in no instance 
could exposure to infection be established. Children or 
adults may be affected, and while all our cases happened 
to be males examples of the condition in females can 
be found in the literature. 

The onset is usually insidious, with malaise, pain in 
the limbs, and pyrexia, or the illness may commence with 
meningitic signs. In two of the cases there was severe 
headache and pain in the back of the neck at the com- 
mencement, although in both instances, until the diagnosis 
was made by finding meningococci in the blood stream, 
the significance of the symptom was not appreciated, and 
the headache did not appear a more prominent feature 
than the malaise, pain in the limbs, and the fever. There 
is an irregular pyrexia, the temperature tending to be 
normal or subnormal in the morning, ‘with evening rises 
up to 100° to 103°, with occasional periods of a few days 
without much elevation. 

Shivering attacks occurred once, or sometimes twice, 
a week in two cases, but there was no great accompanying 
rise in temperature such as is usually associated with a 
typical rigor. In all the cases the pulse rate seldom rose 
above 100, even when the temperature was high, and 
more frequently than not was below 90, in this respect 
resembling typhoid fever. The general condition is 
remarkably good, although there is considerable loss of 
weight. The appetite is usually fair. 

The skin rashes in our cases, and in the majority of 
reported cases, were similar in many respects ; they form 
a very characteristic feature of the condition. They are 
most frequently seen on the legs and arms, less often 
on the chest and face, and rarely on the abdomen and 
back. The lesions consist of rose-red or mauve papules 
and raised erythematous patches, varying in size from 
a pinhead to a thumb-nail, the larger ones being tender 
on pressure, and resembling in some respects erythema 
nodosum. They disappear after three to seven days, in 
some of the cases leaving a brown stain, which gradually 
fades during the next few days, and are followed by 
further lesions ; in some instances the fresh outbreaks 
seem to correspond with the peaks in the temperature. 
Biopsy of a lesion in Case III showed no specific 
microscopical changes. 

Pains in the legs, especially the back of the thighs and 
calves, and also in the knees and ankles, are a marked 
feature, while occasional pain may also occur in the arms. 


coccus 
sterile, 
ourlesg 
30 mg. 
On 
e four 
§. per 
cent. 
1 from 
5 per 
1 the 
spital 
gation 
1onths 
with 
spects 
tarted 
1934, | 
| 3 
| 


934 May 9, 1936 


CHRONIC MENINGOCOCCAL SEPTICAEMIA Tue Br 


B as 
MEDIcaL 


No redness, swelling, or tenderness is observable in the 
painful joints. The spleen may just be palpable, but 
more often is not. Meningococcal endocarditis has been 
described, and may complicate the septicaemia, but more 
frequently the valves are not affected. A necropsy on 
Case III after remittent pyrexia for twelve months 
revealed no endocarditis. Cases with metastases in joints, 
pleura, and conjunctivae have also been described. 


Occurrence of Meningitis 

Meningococcaemia may persist for many weeks or 
months after an attack of meningitis, but in the cases 
to which we more especially wish to call attention there 
is (i) an absence of all signs of meningeal involvement, (ii) 
transient signs of meningeal irritation at the onset, shown 
by headache, pain in the back of the neck, and perhaps 
some neck rigidity, the cerebro-spinal fluid in these cases 
remaining unchanged, or (iii) a terminal onset of mening- 
itis, as happened in Case III after nine months’ illness. 

The blood count may show a leucocytosis of 12,000 to 
25,000 white cells, or may be normal. There is never a 
leucopenia. The chronic forms of meningococcaemia are 
not peculiar to any group of meningococci, Types I, II, 
and IV being found in the present series. The organism 
can sometimes only be isolated from the blood with 
difficulty, or not at all, and a negative blood culture does 
not exclude the condition. 


Duration and Prognosis 


The pyrexia may last for many weeks or months. In 
our cases the pyrexial period extended over nine, eleven, 
twelve, fifteen, and fifty weeks respectively. Several cases 
continuing for five to nine months are recorded in the 
literature, but no reference has been found to an instance 
lasting for twelve months, as did Case III. 

The prognosis is good. Four out of the present five 
cases and over 75 per cent. of those previously published 
have completely recovered after many weeks’ or months’ 
pyrexia. Endocarditis or the late development of mening- 
itis, usually both, occur in almost all fatal cases. Definite 
endocarditis probably renders the prognosis hopeless. 


Conclusions 


Subacute and chronic forms of meningococcal septi- 
caemia may last for a few weeks, or for longer periods up 
to nine or twelve months, signs of meningeal involvement 
being absent, or only transient at the onset. They are 
characterized by irregular pyrexia, with occasional rigors 
but with little elevation of the pulse rate, leucocytosis, 
pains in the limbs, and peculiar skin eruptions. Over 
75 per cent. of these cases recover completely, but endo- 
carditis or terminal meningitis may be a fatal compli- 
cation. 

The condition is seldom diagnosed in the absence of 
meningeal symptoms. The organism is sometimes difficult 
or impossible to isolate, and negative bloed cultures and 
a negative complement-deviation test are not necessarily 
conclusive. This was shown by Case III, in which 
repeated blood cultures were negative during the whole 
period of twelve months of pyrexia and rigors, the 
meningococcus only being recovered from the cerebro- 
spinal fluid at the terminal stage after meningitis had 
eventually set in, and only thus was the diagnosis 
established. 

It is thought that this condition probably occurs more 
frequently than is generally recognized, and that some 
cases pass undiagnosed. The skin lesions may so closely 
resemble erythema nodosum that perhaps some cases at 
present diagnosed as erythema nodosum may really be 
examples of meningococcal septicaemia. More particularly 
is this so in those cases in which the pyrexia persists for 
several weeks, with recurrent crops of the nodes, especi- 


ally if the lesions are also present on the arms, chest 
or face. In a case of long-continued and obscure Pyrexig 
a meningococcal origin should be considered ag a 


bility. Inquiries should be made for any of the chase; 
teristic symptoms and signs, and the appropriate labora. 
tory investigations should be undertaken, bearing in mind 


that a negative blood culture is not necessarily conclusive 


I wish to express my thanks to Drs. Hutchison, Le 
and Rowlands for their kind permission to publish their 
and to acknowledge with gratitude Dr. Lawson Stote’s 
previous publication of the two earlier cases from the London 
Hospital, the case records of which I have also referred tg 
in the discussion of the clinical picture. 


BIBLIOGRAPHY 


Gwyn: Bull. Johns Hopkins Hosp., 1899, x, 112. 

Rolleston: Lancet, 1919, i, 541. 

Stote: Ibid., 1929, i, 701. 

Warfield and Walker: Bull, Amer. Clin. Lab., Philadelphia, 1903, 
i, 81. 


VIRUSES IN THE AETIOLOGY OF SKIN 
DISEASES * 
BY 


R. T. BRAIN, M.D., F.R.C.P. 


WALTER DIXON RESEARCH SCHOLAR OF THE BRITISH MEDICAL 
ASSOCIATION, 1935 


(From the Freedom Research Laboratory, London Hospital) 


Lesions of the skin produced by filterable viruses present 
a variety of types. There are such lesions as warts and 
molluscum contagiosum in which cellular proliferation 
and tumour-like formation are the dominant features, 
anything in the nature of an inflammatory reaction being 
absent. There is, again, the type of lesion presented by 
herpes, zoster, and varicella, characterized by swelling and 
ballooning of the affected epidermal cells with consider- 
able leucocytic infiltration of the epidermis, and _ the 
presence of a serous exudate, which dissociates the 
epidermal cells and collects beneath the stratum corneum 
in the form of a vesicle. In some cases, as in the pock 
diseases, the leucocytic infiltration reaches such dimen- 
sions that the vesicle fluid becomes frankly purulent and 
the fully developed lesion is a pustule. 

In addition to these two main types of lesion—the 
hypertrophic tumour-like lesion and the vesicular or 
pustular—there are others. The exanthem of measles is 
essentially an urticarial papule in which vesicle formation 
is so little in evidence as to be only detectable by means 
of the microscope ; the erythematous macule of typhus 
constitutes yet another type. Thus there is nothing 
either in the naked-eye appearance or the gross histology 
which can be said to be a common feature of virus lesions 
of the skin ; further than this, similar types of lesion 
are produced by agents other than viruses. 


Pathological Manifestations 


This does not mean that histological study of a lesion 
is of no value, for the affected cells may present changes 
which are peculiar to virus lesions. These are the inclu 
sion bodies, homogeneous or granular acidophilic masses 
of varying size situated either in the cytoplasm or in the 
nucleus. Although inclusion bodies have not been demon- 
strated in the case of all viruses, available evidence 
suggests that they are not produced by any other type 
of infective agent. The nuclear inclusions produced by 
the viruses of herpes, zoster, and varicella, and the cyto 
plasmic inclusions seen in molluscum contagiosum, are 
good examples of this type of change. 

In addition to this it may be possible to demonstrate 
the virus itself in smears made with material from the 


* Read at the Ninth International Congress of Dermatology and 
Syphilis, Budapest, September, 1935. 
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S, chest, Jesion, for it is now recognized that quite a number of Experimental Work 

> Pyrexig | these agents come within the limits of visibility with the During the last five years I have carried out investiga- 
@ possi. | microscope. Here, however, special staining methods are | tions on the four skin diseases of known virus origin : 
> Charac. required, and considerable experience is essential for the herpes, zoster, varicella, and molluscum contagiosum. 


> labora. correct interpretation of the findings. Even the largest | This pas been done not only to attempt to add to our 


in ming | viruses are only about 0.25 qm in size, and such small knowledge of these viruses and the diseases they cause, 
nclusive, podies are only too Teadily confused with cell granules but also to familiarize myself with the technique of virus 
Leyton and artefacts by the inexperienced observer. In the fluid work with a view to investigating some of those skin 
cit gases, | from the vesicles of herpes, zoster, and varicella the virus | conditions whose aetiology remains unsolved. Several 


_ Stote's particles, or elementary bodies as they are often called, | strains of herpes virus have been isolated by the inocula- 
ae are present, and can be demonstrated by suitable staining | tion of guinea-pigs in the plantar skin of the hind feet, 

methods ; smears made from molluscum bodies are rich | anq maintained by serial passage in this animal. Filtra- 
in elementary bodies. Thus it is clear that, although the | tion experiments have confirmed the findings of previous 
appearance and gross histology of a skin lesion are of | workers that this virus filters with difficulty through any 
little help in deciding whether its causal agent is a filter- | o¢ the ordinary filters, but passes readily through collodion 
passing virus, suggestive evidence of this may be provided | giters of an appropriate pore size. 


ss by the finer histological detail. In the serum of animals which have recovered from 
experimental infection specific antibody can be demon- 
Aetiological Considerations strated by the neutralization test (Bedson and Crawford, 


S Proof of the virus aetiology of such a lesion is another | 1927), or by the complement-fixation reaction (Bedsom and 
KIN matter. The first thing is to attempt to establish the | Bland, 1929). It is interesting to note that, using the 
presence of an infective agent in material from the lesion | neutralization test, Bedson and Bland (1928) were unable 
by animal inoculation, using, if possible, a number of | to confirm the claim of Gildermeister and Herzberg 
different animal species, and introducing the material by | (1925 ; 1927) that the viruses of vaccinia and herpes were 


ICAL a variety of routes. When, as in herpes, one or more of | related and gave a certain degree of cross-immunity. 
the ordinary laboratory animals is found to be susceptible, | Using the complement-fixation reaction I was able to 
ital) the matter is simple. Serial passage and filtration ex- | show that specific herpetic antibody was present in the 
periments, together with the inability to cultivate the | serum of human sufferers but absent from those who had 
peepent causal agent on a lifeless medium, furnish the necessary | never had herpes (Brain, 1932). 
ts and evidence. In the case of zoster, reference has already been made 
eration But many of the viruses are strictly species-specific | to the absence of a suitable susceptible experimental 
atures, in their infectivity, and the inability to demonstrate the | animal. My own attempts to establish this virus in 
\ being presence of a virus in a human lesion by animal inocula- | animals have met with the same lack of success as that 
ted by tion may be due to this fact. The viruses of molluscum | of previous workers. The presence of specific antibody 
ng and contagiosum and human warts appear to be capable of | in the serum of zoster convalescents has been demonstrated 
nsider- infecting man only, and although there is some evidence | by Netter and his colleagues by the complement-fixation 
id the that varicella virus can produce a lesion in the testicle of | reaction, and in addition they have obtained evidence of 
S the vervet monkeys (Rivers and Eldridge, 1929), man alone | the unity of idiopathic and symptomatic zoster and of 
rneum would seem to be readily susceptible to this virus and its | the close relationship which exists between this virus and 
> Pock close relative zoster virus. Human transmission experi- | the virus of varicella (Netter and Urbain, 1931). They 
dimen. ments may be carried out, and it is by this means that the | made use of suspensions of crusts from the skin lesions 
it and evidence of the virus aetiology of warts and molluscum | as antigens in their investigations. My experience leads 
contagiosum has been obtained. me to the conclusion that the vesicle fluid is superior. 
i—the Several investigators, among them Kundratitz (1926) | Using this antigen I have obtained results in conformity 
ar or and Bruusgaard (1932), have also used man as their | with those of the French workers, and furnished further 
sles is experimental animal in their investigations of zoster and | evidence of the close relationship between the viruses of 
nation varicella, and so obtained valuable evidence as to the | zoster and varicella (Brain, 1933). 
means presence of virus in the fluid of the vesicles which appear 
yphus on the skin in these two conditions. Such work has also Clinical Evidence 
thing contributed to our knowledge of the close relationship The infectivity of human warts and molluscum con- 
tology which exists between these two viruses, but it is obvious | tagiosum has already been demonstrated by experiments 
esions that investigation entailing the use of man as the experi- | in man, and is in accord with clinical observations. 
lesion mental animal can never be undertaken on a very lavish | Attempts were therefore made to demonstrate the presence 


scale, and quite frequently would be unjustifiable owing | of antibodies in the sera of patients with multiple lesions. 
to the risk involved. Fortunately this is not the limit | Using an antigen prepared by grinding up curetted wart 


of the possible lines of investigation. material with saline solution, sera from five cases of 
lesion In virus infections, as in diseases due to cultivable | multiple warts were examined by the complement-fixation 
anges bacteria, specific antibodies are developed which can be | reaction, the technique of Bedson and Bland (1929) being 
inclu- demonstrated by the various antigen-antibody reactions. | employed. No specific fixation was obtained, and pre- 
asses Thus elementary bodies (virus) present in the lesions of a | cipitin tests with both heated and unheated antigens 
n the given condition can be agglutinated by the sera of those | were negative. 
mon- convalescent from the disease, or be shown to fix comple- Suspensions of elementary bodies in a relatively pure 
lence ment in its presence. It was by means of the former | state are easily prepared from molluscum lesions, and with 
type Teaction that Amies (1933-4) showed that the minute | such an antigen I carried out some complement-fixation 
d by bodies present in the fluid of the vesicles of zoster and | tests. Sera from six patients with multiple mollusca and 
cyto- varicella were in all probability the virus, and Netter | from one individual who had been given a series of 
, are and Urbain (1931) made use of the complement-fixation | inoculations with formolized molluscum material were 

Teaction in demonstrating the close relationship between | tested ; in only two cases were positive results obtained. 
trate these two viruses. These immunity reactions can therefore | Precipitin and agglutination tests were also made, and 
- the be of great value, and provide us with circumstantial | here again the results were negative, though it would 


evidence which will help in establishing the virus aetiology | be rash to conclude from these few experiments that 
of a skin condition of unknown causation. specific antibody is not developed in these conditions. 
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Transmission experiments have also been performed 
with material from cases of dermatitis herpetiformis. 
Bullae do not occur in certain chronic phases of this 
condition, and out of ten cases examined fresh bullous 
fluid was obtained in only four. The undiluted fluid 
was inoculated intradermally in the shaven skin of the 
flanks and the plantar skin of the hind feet of guinea-pigs. 
Two of these specimens were bacteriologically sterile, and 
the animals inoculated with these developed no lesions. 
The other two fluids contained staphylococci and strepto- 
cocci and, with these, herpetiform lesions were produced 
in the plantar skin of the inoculated animals ; no lesions 
appeared in the hairy skin. Brief notes regarding the 
investigation of these two cases follow. 

Case 8.—A _ girl aged 9 had a six-weeks history of 
bullous eruption, clinically dermatitis herpetiformis. Inocula- 
tion of a guinea-pig in the plantar skin with a vesicle fluid 
produced a pustulo-vesicular reaction in two days. The 
animal was killed, and the “‘ pads ’’’ were removed and ground 
up with saline solution to give a 1 in 10 suspension, which 
contained staphylococci and streptococci. A ‘‘ gradocol ’’ 
(Elford, 1932) filtrate made from this suspension was sterile, 
and proved non-infective for the guinea-pig. The unfiltered 
suspension produced a similar reaction to that obtained with 
the primary material, and from this and from a sterile 
gradocol filtrate a further animal passage was obtained. A 
suspension made from the lesions in this last guinea-pig 
proved sterile bacteriologically and non-infective on inocula- 
tion. Control inoculations made with broth cultures and 
saline suspensions of agar cultures of the bacteria grown from 
this bullous material produced no lesions in the guinea-pig. 
Fresh bullous fluid collected from this case two weeks later 
was sterile culturally and non-infective in the guinea-pig. 
Intradermal inoculations of the patient with the streptecoccal 
vaccine and a filtrate of it produced bullous reactions ; a 
control test with a staphylococcal vaccine produced no 
reacuion. 

Case 10.—A man aged 64 had a three-months history of 
an eruption which was thought to be dermatitis herpetiformis. 
A guinea-pig was inoculated as in Case 8 with undiluted 
bullous fluid ; a pustulo-vesicular reaction appeared in the skin 
of the hind feet after six days. A suspension made from these 
lesions was found to contain streptececci ; further passage was 
unsuccessful, 

Transmission experiments were conducted with different 
material from two other cases—namely, saliva from one 
case with many ulcerative lesions in the mouth ; in the 
other case, showing many erythematous plaques, the fluid 
obtained by blistering with liquor epispasticus over the 
lesions was used. In both cases the material proved non- 
infective for the guinea-pig. 

Bedson (1935) reported successful transmission to guinea- 
pigs with vesicle fluids from three out of six cases of 
dermatitis herpetiformis ; passage to the third and 
cleventh generations was realized with two of these 
strains. Although this demonstration of an_ infective 
agent in the bullous fluid from some cases of dermatitis 
herpetiformis supports the observations of Urbach and 
Reiss (1931), Urbach and Wolfram (1933), and Taniguchi 
(1934), as Bedson points out, the presence of a strepto- 
coccus in the material used in our serics of experiments 
may be of significance. In only one instance was a 
bacteriologically sterile filtrate found to be infective, 
although it should be added that attempts to produce 
lesions in the guinea-pig’s skin with the streptococci 
obtained from the human lesions were unsuccessful. 
Using bullous fluid as antigen, I have attempted to 
demonstrate antigen-antibody reaction by complement- 
fixation and precipitin tests without any specific result, 
and it has to be admitted that our evidence to date of the 
virus aetiology of dermatitis herpetiformis is conflicting 
and far from complete. 

Sterile bullous fluid from a case of pemphigus vegetans 
was inoculated into a guinea-pig, a rabbit, and mice 
without result. I have also to record the unsuccessful inocu- 


lations of guinea-pigs with material from five other 

of bullous eruption, urticarial or erythema multiforme ig 
type, kindly referred by Dr. W. J. O'Donovan, One of 
these bullous fluids contained staphylococci and strepto. 
cocci ; the other four were sterile. The sera from gj 
cases of psoriasis have been tested with various anti 
prepared from psoriatic scales, but complement-fixation 
and precipitation reactions were entirely negative, It was 
thought that artefact bullae superimposed upon recent 
lesions of psoriasis or lichen planus might contain the 
hypothetical virus, but no specific antigenic reactions were 
obtained with such material. 


I acknowledge with gratitude much help from Professor 
S. P. Bedson and the research facilities of the London Hospital 
clinical laboratories. During part of this work I haye 
the appointment of Walter Dixon Research Scholar of the 
British Medical Association. 

I am indebted to Dr. J. E. M. Wigley for reading this 
paper to the Congress in Budapest. 
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FURTHER INVESTIGATION OF A NEW 
ANTI-CHOLERA SERUM 
by 
H. GHOSH, M.B. 


DIRECTOR, DEPARTMENT OF BACTERIOLOGY, INDIAN INSTITUTE 
FOR MEDICAL RESEARCH 5 VISITING PHYSICIAN, 
CHITTARANJAN HOSPITAL 


Since our preliminary note on the ‘‘ Treatment of Cholera 
with a New Anti-cholera Serum’’! attempts have been 
made to increase further the potency of the serum. 
Several modifications of the original method of toxin 
production as discussed in our paper on the preparation 
of cholera toxin and its experimental pathogenic action’ 
were made in order to enhance the titre of toxin. At the 
same time serum was also prepared by injecting agar 
culture to compare the therapeutic value of the serum 
prepared with our original toxin and that prepared by 
injecting agar culture. The therapeutic effect of serum 
obtained by immunizing horses with agar culture only 
was hardly noticeable, though tried both intraperitoneally 
and subcutaneously. We showed in our note that the 
agglutinating titre of the serum obtained by immunizing 
horses with the toxin was 1 in 8,000. é 

It may be possible that both exotoxin and endotoxin 
of cholera vibrio play important parts in the disease, and 
that by our method of toxin preparation both exotoxil 
and endotoxin are available in fair amount for the im 
munization of the horse. It is a common experience 10 


those working in cholera hospitals to find that there 
are two distinct groups of cholera—namely, (1) with 
excessive purgation and a high specific gravity of the 
blood, and (2) with eariy onset of vasomotor paralysis, 
lower specific gravity of the blood, and absence of pre 
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Me diarrhoea. Whether the predominance of any one 
f these two groups in an epidemic is due to the pre- 
: nderance of exotoxin or endotoxin in a particular strain 
of cholera may be an interesting subject for investigation. 
“The modification in the method of toxin production 
was made with the object of getting a maximum quantity 
of both exotoxin and endotoxin. The difference between 
our original toxin and that used this time for the pro- 
duction of serum was that a much larger quantity of seed 
culture was employed for inoculation of the special broth. 
The conservation of the virulence of the strain of 
Vibrio cholerae used for the production of toxin for im- 
munization was found to be extremely difficult. The 
strain No, 269 of our collection originally used for the 
roduction of toxin was found to have lost its virulence 
after four months. We had to examine about thirty new 
strains in order to obtain one suitable for the routine 
production of toxin. Work, however, has been in pro- 
gress to ascertain the cause of the variability of the 
strains, and to find out a suitable method by which 
yirulence can be fully conserved, 


Intraperitoneal Serum 


The serum prepared with our toxin was tried on 
forty-seven cases of cholera in the cholera ward of the 
Chittaranjan Hospital, Calcutta, during the first period 
of the recent epidemic, when most of the patients were 
admitted in a highly toxaemic condition. During the 
same period there were 170 control cases which had been 
treated without serum. The following table indicates the 
rate of mortality of cases treated with serum and of those 
treated without serum. 


Effects of Serum Treatment 


May 10th to June Sth No. Treated | Deaths Mortality 


Cases treated with serum ia 47 5 10.63 per cent. 
by other methods 170 35 20.5 ‘a 
Cases with a Blood Specific Gravity of 1064 or more 


11.5 per cent. 
25.0 


Cases treated with serum a 26 3 
by other methods 44 ll 


N.B.—Serum was administered only to those patients showing 
high toxaemia and a high specific gravity of the blood. The 
controls include all the patients admitted during that period but 
treated without serum. 


During our last investigation concentrated serum was 
used, but this time only whole immune serum was admin- 
istered, in quantities of 70 to 80 c.cm. Only one intra- 
peritoneal injection of this dose of serum diluted with 
20 c.cm. of sterile warm saline solution was given to 
each of the patients on admission, and serum was never 
repeated in any of the cases. The serum was given only 
to those patients showing high toxaemia and a high 
specific gravity of the blood. Except in four cases of 
this series the specific gravity in all the patients was 
between 1062 and 1066. In these four cases, though 
the specific gravity was lower, the patients were exhibiting 
afairly high degree of toxaemia. 

Most of these cases had only one preliminary intra- 
venous saline transfusion on admission. In some cases 
where motions were very frequent and excessive in 
quantity from the time of admission, and the pulse did 
not show improvement after the preliminary saline trans- 
fusion, subcutaneous saline had to be given, on one 
ocasion, within two or three hours of the first intra- 
venous saline. It should be mentioned here that from 


observations made it seemed that the absorption of serum 
by the peritoneum was not so rapid as was originally 
This was experimentally confirmed in a case 


Supposed. 


of typhoid fever where an intraperitoneal injection of 
typhoid serum was followed after six hours by a sharp 
reaction, indicating that the maximum absorption of 
serum took about this length of time. We have also 
observed that cholera patients, whose pulse could be 
maintained for five or six hours after the administration 
of serum intraperitoneally almost invariably survived. 

The most interesting point in our observations was that 
uraemia, which is a common complication in cholera 
patients, particularly in those admitted with a high 
specific gravity of the blood, was absent in our series 
of cases treated with intraperitoneal serum. This was 
an indication of the neutralizing effect of the serum on 
the toxin, which could not, therefore, cause any further 
damage to the kidney. Another important effect of the 
serum was that tympanitis, which is a common complica- 
tion in cholera, was rarely observed in cases treated with 
serum. 

Gut of the forty-seven cases of this series treated with 
serum two patients showed mild urticaria. In both of 
those cases, however, the urticaria disappeared after three 
or four doses of atropine or tinct. belladonnae and 
sponging of the body with a warm alkaline solution. 
Actual anaphylaxis was not observed in any of the cases. 


Serum by other Routes 


The effect of intravenous administration of 70 to 80 
c.cm. of this serum was not favourable. We are now 
observing the effect of subcutaneous injection. During 
our last experience subcutaneous injection of serum did 
not produce the same effect as intraperitoneal administra- 
tion, but last year only concentrated serum was used. 
It has been experimentally proved by Professor Madsen 
that the absorption of concentrated serum is much slower 
than that of whole immune serum. Consequently we may 
expect better results with subcutaneous injection of whole 
immune serum. The only objection to subcutaneous 
administration of large quantities of whole immune serum 
is that serum sickness with urticaria is very common, 
while with intraperitoneal administration it was found 
to be rare. 

The intraperitoneal administration of serum may be 
thought difficult by those unaccustomed to this method, 
but our senior and junior house-physicians have been 
doing it without any difficulty or accident whatsoever. 
As a matter of fact, the house-physicians of our ward 
found the administration of 70 to 80 c.cm. of serum 
easier by this route. 


TECHNIQUE 

A trocar and cannula are always used for introducing the 
serum. The required quantity, 70 to 80 c.cm., is poured 
into a sterile cyclinder, and 200 c.cm. of sterile normal saline 
are added to it. The lower extremity of the cylinder opens 
into a nozzle to which a rubber tube is attached. The other 
end of this rubber tubing is connected through a metal stop- 
cock with the cannula. 


Commentary 


From the data it seems clear that the intraperitoneal 
administration of this serum has a specific therapeutic 
effect. The uniformity of results obtained during the 
epidemic of last year and of this year leaves no doubt 
that the use of this serum can diminish the mortality 
of cholera to a great extent. In India the majority of 
the cases of cholera are not taken to hospital before 
collapse sets in. We believe that if serum can be given 
earlier the mortality from cholera will be appreciably 
lowered. 

The intraperitoneal administration of serum seems to 
be the method of choice, though absorption is not so 
rapid by this route as was thought to be the case. The 
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absence of uraemia and tympanitis, and the rapid dis- 
appearance of existing tympanitis after administration of 
serum, are definite indications of its neutralizing action 
on the toxin. 

We have not yet been able to find a suitable method 
for the titration of the serum. The method of titration 
on rabbits seems to be too expensive for adoption as a 
routine procedure. 
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PENTOTHAL SODIUM IN MENTAL 
HOSPITAL PRACTICE 


BY 


J. STEPHEN HORSLEY, M.R.C.S., L.R.C.P. 


SENIOR ASSISTANT MEDICAL OFFICER, DORSET MENTAL HOSPITAL 


Pentothal sodium (sodium ethyl [1l-mcthyl-butyl] thio- 
barbiturate) approximates in its action to evipan. It was 
introduced to this country by Jarman,’ who has made a 
comprehensive investigation of its use as a_ general 
anaesthetic. An investigation has been undertaken with 
the object of determining the value of this drug in 
psychiatry. The cases were chosen arbitrarily, and in- 
cluded all the types commonly seen in a mental hospital. 
The indications for administration of pentothal sodium 
were considered to be: (1) to control manic excitement ; 
(2) to induce sleep ; (3) to facilitate hypnosis as in narco- 
analysis* ; and (4) to perform various manipulations and 
minor operations. 


Oral Administration 


Pentothal is given by the mouth in capsules or in a 
10 per cent. solution. Its flavour is sulphurous and rather 
unpleasant, but far less nauseating than that of paralde- 
hyde. The minimum effective dose varies from 3 to 20 
grains, and appears to be governed chiefly by the degree 
of excitement, and to a less extent by the general physical 
state of the patient. In all cases it must be given on an 
empty stomach. Sleep usually ensues within half an hour. 
The duration of sleep varies greatly, and, as is the case 
with nembutal,* is strikingly dependent upon external 
stimuli. The average duration of sleep was four hours 
by day and five to seven hours by night. On waking 
there is quick recovery from the effects of the drug and 
a pleasing absence of the nausea and headache which 
follow the use of some hypnotics. Increased restlessness 
attributable to the drug only occurred in certain maniacal 
states. There were no other after-effects. 


Rectal Injection 


In the case of the resistive patient who “ will not 
swallow ’’ there is much to commend rectal narcosis, 
Pentothal fulfils the first requirement of a rectal narcotic 
—namely, it is non-irritant to the bowel wall. It appears 
to fulfil the second requirement of being effective in non- 
toxic doses. The solution is prepared by dissolving 1 
gram of pentothal in 10 oz. of distilled water. It is intro- 
duced very slowly into the rectum, the injection taking 
some five minutes. By this time many patients are 
drowsy ; some express a wish to be left alone ; and many 
fall asleep almost immediately. The duration of sleep, 
again, shows individual variation, but is usually more pro- 
longed than that induced by oral medication. In some 
excited patients there is no sleep, the patient becoming 
drowsy and more amenable. In one case of mania the 
only effect was to increase the patient’s excitement. The 


following case illustrates the effect and use of the rectal 
method. 


Case Report.—A single woman aged 64, a paraphrenic 
suffered from scandalizing hallucinations and delusions of 
sexual assault, which made her noisy, obscene, and hostile 
to all around her. For many years she had been asocial 
and violently resistive to all attention. She developed an 
acute infection of the middle finger with a spreading Cellulitis 
of the right hand. Appropriate treatment was very difficult 
owing to her mental state. She was given a rectal injection 
of 1 gram of pentothal. Towards the end of the injection 
she said she felt tired ; three minutes later she was asleep, 
She slept for thirteen hours. The following morning she" 
quietly permitted her hand to be examined and dressed, As 
a result of this co-operation the spreading cellulitis was 
arrested. 

Intravenous Injection 


Pentothal sodium is supplied in ampoules containing 
1 gram of the powder. The addition of 10 c.cm. of redis. 
tilled water makes a clear, straw-coloured solution. This 
10 per cent. solution is suitable for all purposes except 
narco-analysis, in which a 24 per cent. solution is more 
convenient. In all cases the drug is injected very slowly, 
at a rate which never exceeds 1 c.cm. per minute. The 
dose is estimated by the individual response, which js 
far safer than the schematic dosage (by body weight) 
originally recommended for avertin and evipan. 

The effect is almost instantaneous. After 1 c.cm. there 
is a subjective sensation described by one patient ag 
‘“ floating on air ’’ ; others feel tired, and some fall asleep, 
After 2 c.cm. a few patients become garrulous, but the 
majority fall asleep. In a series of fifty consecutive cases 
every patient was in a deep sleep by the end of the third 
cubic centimetre. There is a further resemblance to 
evipan in that after the minimum dose the patient regains 
consciousness almost as quickly as he lost it. Such short 
anaesthesia is suitable for the performance of minor 
operations. 

When pentothal is used to control mania a larger dose 
must be given. The injection is continued until deep 
surgical anaesthesia is produced, whereupon a further 
equal quantity is injected intramuscularly. This ensures 
a deep sleep for about an hour, with a further period of 
lighter sleep for several hours if the patient is undisturbed. 
This method is sometimes lastingly beneficial. 

Case Report-——A married woman aged 41, with manic- 
depressive insanity, was in the manic phase characterized by 
persistently noisy, restless, and interfering behaviour. Her 
conversation was rambling and inconsequent, her language 
obscene, and her conduct offensive and violent. The usual 
sedatives had been given without effect. Pentothal was in- 
jected, 4 c.cm. intravenously and a further 4 c.cm. intra- 
muscularly. The patient slept for three hours. On wakening 
she was quiet, friendly, amenable, and very apologetic for 
having used such disgusting language. This changed attitude 
continued and has been maintained. 


Summary 


A new and powerful narcotic has been described, with 
special reference to its use in a mental hospital. It has 
been administered to patients whose ages varied from 
20 to 75 years. It has been used for various purposes 
and by every known route. The intravenous route would 
appear to have the widest application, in that it meets all 
four of the indications mentioned. While there is a note- 
worthy absence of the difficulties and complications asso- 
ciated with most barbiturates, there is one effect which 
calls for very great care—namely, a very marked depres- 
sion of respiration. The obvious safeguard is to maintain 
an adequate airway. The striking advantages of pemto- 
thal are: (1) its smooth induction of anaesthesia ; (2) its 
certain action in facilitating narco-analysis ; and (3) the 
rapid recovery rate, which allows of its use in psychiatric 
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clinics. This last use of pentothal is to be described in 


a subsequent report. 
ish to express my indebtedness to Dr. R. Jarman for his 
: and advice, and to Dr. P. W. 
Be ord for his permission to publish the notes of these cases. 
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Clinical Memoranda 


Vagaries of Streptococcal Infections 


ScaRLET FEVER ANOMALIES EXPERIENCED BY A 
ScHOOL MEDICAL OFFICER 
The indeterminate position of scarlet fever in the chain of 
streptococcal infections has again been emphasized by 
a series of cases treated by me in a large public school 
in the North of England. 

A year ago the school hospital dealt with a small 
epidemic of thirty cases of infected throats, the usual 
clinical picture being as follows. The throats were not 
very sore, but on inspection they were congested, catar- 
thal, and invariably showed much hypertrophy of the 
lymphojd follicles of the posterior pharyngeal wall. Cer- 
vical adenitis was a constant feature. Throat swabs 
showed a heavy growth of a haemolytic streptococcus. 
Irregular pyrexia up to 105° F. occurred, with wide daily 
swinging ; this was usually followed by an apyrexial 
interval of several days and then another sharp recurrence 
of fever. There were no rashes and no vomiting, and the 
coated tongue cleared from before backwards. Various 
treatments were tried: local treatment with phenate of 
soda, milton, sanitas, glycer. thymol. co., and Mandl’s 
paint ; internal medication with salicylates, aspirin, 
quinine, and quinisan. No treatment, however, was found 
of much use except the injection of Evans’s polyvalent 
streptococcal serum. 

During each succeeding term there were sporadic cases 
of a similar type. 

The present term has seen a more widespread outbreak 
at the school. Throat swabs showed streptococci of vari- 
ous kinds. Among the thirty-five cases nine developed 
typical scarlatiniform rashes with ‘‘ strawberry ’’ tongues, 
and after corroboration by the medical officer of health 
were removed to isolation hospitals. Two of these cases 
did not desquamate. 

Of the remaining twenty-six cases ten developed mild 
and transient punctate erythemata with an atypical dis- 
tribution—that is, on the lower part of the abdomen, 
thighs, hands, and feet—with no flushing of the face, no 
vomiting, and no circumoral pallor. One of these cases 
desquamated profusely in due course. 

The remaining sixteen cases made slow progress—re- 
lapses being common—and developed no rashes. One case 
developed a streptococcal septicaemia (clinically typical 
but with negative blood culture), and after a desperate 
illness of three weeks eventually recovered. 

It is interesting to note that a boy in hospital, con- 
valescent from measles, developed a sore throat, and after 
several days became acutely ill with erysipelas of the face. 


CONCLUSIONS 

Scarlet fever remains, as Sydenham said, ‘‘ a disease in 
name only.’’ It is only one of the many protean mani- 
festations of invasion by the streptococcus ; the strepto- 
coccal syndromes appear to overlap each other widely. In 
this connexion, as in so many other diseases, the resulting 
clinical picture seems to depend at least as much on the 
“soil as upon the seed.”’ 

Blackpool. Ropert E. Horsratr, M.D. 


Distribution by Movement of Radioactivity in 
the Treatment of Abdominal Carcinoma 


We take it that the problem of the application of radium 
to an intra-abdominal tumour, especially one associated 
with lymphatic spread, is to make as much use as possible 
of methods to overcome the inverse law of radioactivity, 
which states: the strength of radioactivity is inversely 
proportional to the square of the distance from the source. 
Our reason for writing this note is that we have attended 
certain courses on radium treatment in various countries 
and towns, and have not seen this particular variation 
of method used by others (in detail), and put it forward 
in the hope that it may be an advance in application. 

The method of irradiating a tumour by means of radium 
in a catheter is, of course, quite an old one. We have 
seen it used in London, Berlin, Paris, and other centres, 
but that generally adopted has been to implant the end 
of the catheter containing the radium, or the needle itself, 
into the region or proximity of the tumour, and to remove 
it at once when the necessary milligram-hours have been 
administered. We see no reason for this sudden removal, 
and think that the gradual removal by retreat will give a 
greater area of irradiation. Our point is that little benefit 
can be expected from the method of sudden removal out- 
side a circular area of one or two inches radius. There 
is also a danger of an overdose necrosis at the centre. 

We feel that mobility of the source of radiation by 
traction should give better results. It will minimize the 
danger of local necrosis, and the process, we find, is not 
accompanied by much pain or excessive discomfort, when 
carried out with the special eyeless catheters supplied to 
us by Allen and Hanburys Ltd. The method we used is 
as follows: 


A central laparotomy incision is made in the ordinary way, 
which need only be quite a small one, and the growth 
localized. The left hand, wearing two gloves, is introduced 
into the abdomen ; the tips of the index and middle fingers 
give the exact point internally for the introduction of the 
trocar and cannula through the abdominal wall. The point 
of the trocar is received between the points of the fingers 
mentioned, the back of the hand retracting and protecting the 
abdominal contents. 

The trocar is then removed, and the catheter, containing 
the radium at the tip, is pushed through and drawn well 
into the abdomen. A little adjustment will allow of bringing 
the point into the required position. The cannula is then 
removed, leaving the catheter in position, the whole 
manceuvre necessitating only a few moments. 

In this way twenty-four catheters may be introduced in a 
very short space of time, and it is not within the scope of 
this note to describe the exact positions of the radium, which 
will vary in each particular case. The principle is, of course, 
to place the tip of the catheter in such a way as to be 
drawn along the area of the lymphatic spread and the neigh- 
bourhood of the tumour. 

Instructions are given to the nurse to withdraw the 
catheters one inch every three or four hours, and in this way 
the catheters are removed in about four days’ time. The 
radium needles are inserted into the catheters threaded with 
long silk to help to remove them from the lumen when taking 
them out. 


We feel that our results justify us in adopting the 
method in all cases of inoperable carcinoma and in con- 
junction with operation where removal may be followed 
by secondary lymphatic spread. The principle of traction 
radiation could be employed in other regions of the body 
and not only in the abdomen. It might be used, for 
instance, in carcinoma of the breast, where wide distribu- 
tion is required. A point to consider is the economic 
factor. A small amount of radium can be used to 
irradiate a large area with guaranteed efficiency, excluding 
again the danger of local necrosis. 

GEORGE VARIAN, M.D. 
Davies, M.B. 


Totnes, South Devon. 
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REVIEWS 


Reviews 


YEAR BOOK OF GENERAL SURGERY 


The 1935 Year Book of General Surgery,’ edited by Pro- 
fessor Evarts A. GRAHAM of St. Louis, is a guide to the 
principal developments in surgery during the past year. 
General surgery is interpreted in a wide sense, as among 
the many items considered there are sections dealing with 
the surgery of the lung, the 
Except that it is concerned 
solely with surgery and is compiled not by a panel of 
reviewers but by a single editor, this volume reminds us 
somewhat of the Medical Annual, which many of us value 
In his introduction the editor regards as among 
the principal developments during the year the increase 
in the number of papers relating to peripheral vascular 
He alludes to, and we 
gather is in sympathy with, the plea for a certain amount 
of conservatism in the treatment of acute pancreatic 
necrosis ; a study of sixty cases in the Boston City Hos- 
pital having shown that the mortality was lowest when 
the patients were operated upon from the second to the 
He also com- 
ments upon the fact that Frazier has analysed his 
enormous and remarkable series of 2,198 cases of tri- 


the brain and meninges, 
spine, and orthopaedics. 


so much. 


disease and to thoracic surgery. 


sixth day after the onset of symptoms. 


geminal neuralgia.” 


The volume not only represents a critical survey of the 
year’s work and a summarizing of the most important 
contributions to the literature of surgery in this time, but 
also indicates by means of frequently interposed notes in 
small type the editor’s opinion in regard to many of the 
As an example we 
may cite a reference to a Continental paper on thyroid 
surgery: an editorial footnote states: ‘‘ A mortality of 
7.4 per cent. in operations for exophthalmic goitre is not 
The comments are 
sometimes comparative and hence the more valuable. Thus 
in a reference to recovery from a reported knife wound of 


papers which have been abstracted. 


very impressive in this country.”’ 


the brain, Professor Graham refers to similar cases cited 


in the volumes for 1918, 1923, and 1924, and comments 
“the first edition of his admirable 


that in 1885 in 
Surgical Anatomy, Treves alludes to a man who drove a 
steel chisel into the frontal lobe of the brain until the 
handle stopped progress, and nothing particular ensued.”’ 
We regard this work as a most important compilation, 
which should be of great value to English-reading surgeons 
wherever they may be. To the busy practitioner of 
surgery it should especially appeal, because it enables 
him to keep abreast of recent developments in his subject 
with comparatively little effort. 


INSULIN, 1922 35 


The book Insulin, its Production, Purification, and Physio- 
logical Action,* by a chemist and a physiologist, is a 
most comprehensive survey of every aspect of insulin 
except the purely clinical. Indeed, it is the only one 
which has tried to bring together all the important work 
contained in the many thousands of articles that have 
appeared between 1922 and 1935. It contains more than 
a thousand references, and will prove invaluable to the 
research worker and specialist and of great interest to the 

1 The 1935 Year Book of General Surgery. 
Graham, A.B., M.D. Chicago: 
H. K. Lewis and Co., Ltd. 1936, 
or 12s. 6d., postage 6d.) 

* Insulin, tts Production, Purification, and Physiological Action. 


Fdited by Evarts A. 
Year Book Publishers ; London: 
(Pp. 838 ; 206 figures. 3 dollars, 


3y Douglas W. Hill, B.Sc., Ph.D., and Frederick O. Howitt, 
M.Se., Ph.D., F.LC. Foreword by Professor E. C. Dodds. 
London: Hutchinson’s Scientific and Technical Publications. 1936. 
(Pp. 219; illustrated. 12s. 6d. net.) 


student. It is almost a staggering collection of facts and 
references. For instance, 421 references are given after 
the short chapter on ‘‘ The Physiological Properties of 
Insulin,’’ which consists of only twenty-three Pages 
Perhaps it should not be called a collection ef facts s 
much as of observations and experiments, many of which 
are completely contradictory. This is not the fault of 
the authors, Dr. DouGLtas Hitt and Mr. FREDERICK 
Howirr, but an indication of the difficulty and complexity 
of the subject under review. 

Preliminary chapters lead from the history of the 
pancreas in its relation to diabetes and the early attempts 
to isolate insulin to the success of Banting and Begt. 
The methods of commercial preparation and chemical 
purification are described in detail, and all the knowy 
physical and chemical properties of insulin. This chapter 
is the most valuable and exhaustive in the book, and 
contains excellent illustrations of crystalline insulin, The 
physiological properties and the mode of action of insulin 
are dealt with in two very difficult chapters, which leaye 
us in a confusion of contradictory experiments. The 
authors point out how this could hardly be otherwise, 
because the conditions of the various experiments are go 
different. It is obvious that much of the work requires 
to be done again under more standard and critical con. 
ditions before the mode of insulin action can be clearly 
ascertained. 

The authors have undertaken a colossal and complicated 
task, and have certainly produced the best reference book 
on insulin. Since its publication new work on insulin 
has appeared, and such a book as this, dealing with a 
rapidly growing point of medical science, can never be 
fully up to date. We should have liked to see mention 
of the new pituitary diabetogenic hormone in the pituitary 
section, and Best’s work on the insulin content of general 
organs is probably of more importance than the work 
included on pages 35-39. 


MODERN DERMATOLOGY 


Recent Advances in Dermatology,’ by Dr. W. NX. 
GOLDSMITH, is a book we have been waiting for for 
years. In it the author has reviewed the advances that 
have taken place in this subject over the last twenty 
years or so, a period during which, owing to the great 
developments in immunology, biochemistry, etc., derma- 
tology has been brought into a new relationship with 
general medicine, which is simultaneously more intimate 
and more complicated. Dr. Goldsmith has placed both 
dermatologists and those interested in other branches of 
medicine under a great obligation, by collecting and cdl- 
lating the vast mass of literature which has accumulated 
on all the subjects relative to his task. Moreover, he 
has not been content with merely abstracting the publica- 
tions of authors, but has exercised his critical faculties, 
indicating the lines upon which research has taken place, 
the positive results that have been given up to the present 
time, and, in many cases, the problems that arise for 
immediate solution. 

Among the topics which Dr. Goldsmith has dealt with 
may be mentioned the much-vexed question of allergy. 
He discusses fully its nature and the relationship between 
its manifestations on the skin and those in other organs. 
The ramifications of this problem probe almost every 
corner of the scientific field and it has even developed 
a special vocabulary of its own, the more important terms 
of which will be found herein explained. In the course 
of his discussion of this difficult subject he has done his 


By W. N. Goldsmith, M.D. 


3 Recent Advances in Dermatology. I 
Gray, M.D, F.RCP, 


F.R.C.P. With foreword by A. M. H. 


London: J. and A. Churchill Ltd. 1936. (Pp. 522; 8 coloured 
plates, 50 figures. 
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best to clarify the modern views on the subject of 
“eczema.” These are by no means identical in all 
yarters of the modern dermatological world, and the 
variations between the views of the various schools are 
well indicated. The difficult subjects of the endocrine 
glands and of the mechanism of cutaneous pigmentation 
are discussed ; nor is the thorny question of the influence 
of mind over matter, as illustrated by the development 
of pruritic dermatoses in the much harassed business 
man of to-day, forgotten. Clinical observers can have 
put little doubt that mental worry is frequently followed 
by cutaneous disturbances, but there is as yet no indica- 
tion to foretell what form such disturbances will take. 
Perhaps some day the psycho-analysts will help us. 

On the whole this book is primarily concerned with 
the practical problems of dermatology, and the rarer con- 
ditions are only dealt with in so far as they can be 
utilized to throw light on questions of general importance. 
It is not, as sO many works on skin disease are prone 
to become, by any means a mere collection of museum 
specimens—in fact, Dr. Goldsmith has demonstrated der- 
matology as a living subject. There is no doubt that he 
has done an immense amount of work and expended a 
yast amount of thought in writing this volume. We hope 
he does not consider that his labours are now at an end, 
for if there is One thing more certain than another it is 
that within a very few years, perhaps even months, the 
progress of research will have rendered the volume before 
us out of date, and it is greatly to be hoped that the 
author is already making preparations for bringing out 
successive new editions as they are required. 

Every dermatologist ought to possess himself of this 
book, and there is no physician, whatever department of 
medicine he may be primarily concerned with, who will 
not find it repay perusal. 


TEACHING OF PHYSIOLOGY 


There has been a controversy for some years over the 
proper method of presenting the complexities of physio- 
logy to the medical student. While the academic phy- 
siologist still tends to take the view that he is concerned 
with teaching the properties of living matter and is not, 
therefore, except incidentally, interested in the humana 
organism, the clinician complains, often bitterly, that the 
student comes to him full of information about frogs 
and cats but knowing little or nothing of those aspects 
of physiology which might be applied to his studies in 
the wards when dealing with the human subject. The 
academic attitude is reflected in most of the textbooks 
recommended to students. Some attempts have been 
made to change this state of affairs in books on applied 
physiology and clinical physiology, but unfortunately, 
from the point of view of the student, such books have 
been either frank ‘‘ cram’’ books or have adopted so 
clinical a standpoint that the elementary student has 
had perforce to return to the well-established works of 
academic writers like Halliburton, Starling, and Bain- 
bridge for the fundamentals of the subject. 

On the whole there can be little doubt that in the 
better type of student the academic method has borne 
Tich fruit ; such a student often creates his own text- 
book as he proceeds, and actually assumes more or less 
ofa research attitude at an early stage. For the less gifted 
student, who has to depend upon what he learns from 
lectures and textbooks, and who may have no oppor- 
tunity in his later professional life for refreshing his 
knowledge of physiology, it is necessary to find a text- 
book that presents the facts in such a way that the 
Problems of the wards will follow naturally, and be both 
illuminated by, and an illumination of, physiological 


problems. The great majority of students need a teacher 
of physiology with considerable knowledge of clinical 
problems. The rarity with which the student returns to 
the physiologist for discussion or advice after he has 
entered the wards is perhaps an index of how divorced is 
the average physiological teaching of the medical student 
from his clinical teaching proper. 

In the volume by F. R. Winton and L. E. Baytiss* 
an attempt has been made to give the student a book 
which, while subserving the necessities of examination, 
will, in many parts, encourage him to think for himself. 
Much modern work has been incorporated, as, for 
example, the humoral theory of nervous transmission. 
But that the authors had not had sufficiently in mind 
the subsequent work of the student after he has left 
physiclogy behind is shown by their giving some sixty 
pages to the physiology of muscle, seventy pages to sense 
organs, and the same number to the circulation ; while 
the ductless glands, which are assuming so great an 
importance in medical practice, receive some twenty-five 
pages, and dull ones at that. Nevertheless the high 
praise given to the book by Professor Lovatt Evans in 
the foreword is in the main justified, for the book reads 
smoothly and the descriptions are not stereotyped. 
By eliminating anatomical descriptions and restricting 
chemical matters to the essentials only, it has been 
kept to a convenient size. 

The authors have wisely called in the collaboration of 
several well-known workers in special fields, and thus the 
standard of knowledge in some of the chapters is very 
high. On the whole, we regard this book as giving a 
pointer to writers on physiology in the future, and if 
only for that reason welcome it to our collection of text- 
books. We wish that in future a chapter could be added 
indicating the outstanding problems awaiting solution 
and how such solutions are likely to affect the problems 
of the clinician. 


DIAGNOSIS 


Modern methods have lent an added interest to problems 
of diagnosis, and a collection of articles entitled Diagnosis 
—Early and False,> all of which appeared in the 
Deutsche medizinische Wochenschrift, have been selected 
for republication in book form. Authors have stressed 
important points in the early diagnosis of certain dis- 
orders and the diagnostic importance of certain symptoms, 
or dwelt more largely on the possible pitfalls and mis- 
takes commonly made. Some of them have taken a 
group of diseases—such as the infectious fevers, dealt 
with by Dr. F. von Bormann—and described both, early 
diagnosis and common errors. A good example in the 
more limited field is provided by Dr. L. Bayer’s article 
on early diagnosis of gastric cancer. The first main 
section of the book contains eight contributions, mainly 
on diagnostic errors in regard to pains in various parts 
of the body—headache, backache in women, pains in the 
bones, for example—and although the material presented 
is useful, the style and method of description in places 
shows evidence of an awkwardness apparently due to the 
negative idea suggested by the general title. It would 
perhaps have been better to use a more positive method 
of approach—‘‘ difficult diagnosis,’’ for example—which 
is frankly what some contributors have done. The 
articles cover a wide range, but the absence of an index 
detracts much from the value of the book to the busy 
practitioner. 


Winton, M.D., and L. E. 
A. Churchill, 


Human Physiology, By F. R. 
Bayliss, Ph.D. Second edition. London: J. and 
Ltd. 1935. (Pp. 627; 221 figures. 15s.) ‘ 

5 Sammlung Wichtiger Fruh- und Fehldiagnosen Herausgegeben 
von der Schriftleitung der Deutschen Medizinischen Wochenschrift. 
Leipzig: G. Thieme. 1936. (Pp. 164. M. 7.20; geb., M. 8.70.) 
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NOTES ON BOOKS 


HOW TO KNOW BRITISH BIRDS 


It has been stated that more books about wild birds are 
published each year in the English language than in all 
other languages put together. Whether this be true or not 
it is certainly surprising that there can be room for another 
book upon the subject. Yet it must frankly be admitted 
that the small handbook How to Know British Birds,*® by 
Dr. NoRMAN Joy, does contrive to serve a useful purpose. 
Here we have a small volume which can easily be slipped 
into the pocket for reference out of doors ; a book by 
which the novice should be able to identify, by sight or 
sound, almost any bird he is likely to meet with. It is 
illustrated by nearly 300 excellent pencil drawings and 
colour plates, in most of which attention is drawn to 
some particular characteristic of the bird. 

Dr, Joy quite rightly lays full stress on the importance 
of song or notes for identification of a bird. This is a 
point which most writers of bird books have largely 
ignored or passed by as of little importance. In actual 
practice it is the song of a bird, or its characteristic call 
note which is of the greatest assistance in discovering as 
well as in identifying a bird. If the present reviewer 
had a son who showed an interest in birds he would give 
him a copy of this sensible little book and tell him never 
t> go for a walk without it in his pocket and a pair of 
field glasses slung round his neck. 


Notes on Books 


Dr. M. A. BrinGe’s Food and Beverage Analyses 
(London: H. Kimpton, 16s.) is a remarkable collection 
of statistics describing the nutritive and caloric values of 
foods. The foods described appear to comprise every 
commodity having dietetic use in America, including pro- 
prietary products. The articles are named alphabetically in 
two principal tabulated lists, and against every article one 
list gives two statements, the first showing the quantities 
of carbohydrate, protein, and fat, and the value in calories 
contained in the average portion that would be consumed 
at a time ; the second list indicates the amounts of protein, 
fat, and carbohydrate stated as percentages of the materials. 
Other lists provide information on the mineral constituents 
of food, one showing the amounts of calcium, phosphorus, 
iron, copper, manganese, and chlorine, and another show- 
ing the amounts of iodine in them. There is also a chapter 
on alcoholic beverages and another on vitamin values. 
The book also includes extensive bibliographical references 
to authorities for the information given, and is generally 
replete with information of value to dietitians. 


A Catechisin of Air Raid Precautions,’ by Dr. NoRMAN 
HAMMER, is a pocket manual intended for the training 
of voluntary first-aid organizations. The nature of war 
gases is explained and the means for preventing and for 
treating casualties. It gives a clear account of the 
subject, and seems admirably suited for its purpose. The 
author stresses the point that the chief aim of air raids 
on civilian populations will be to produce panic, and 
that the damage they can do is limited provided only 
that the populace keeps calm, does not stampede, and 
takes certain reasonable precautions. Defence against 
Gas* is a manual issued by the War Office (1935). It 
zives a description of the chief forms of poison gas and 
their methods of use. It is interesting to note that the 
manual pays considerable attention to the protection of 
troops against blister gases sprayed as rain from aircraft. 
Mention also is made of irritant smokes, which may travel 
in clouds for distances up to 20,000 yards. The manual 
gives dircetions for the organization of anti-gas staff and 
for the training of troops in respirator drill. 

° How to Know British Birds. By Norman H. Joy, M.R.C.S., 
M.B.0O.U., F.R.E.S. London: H. F. and G. Witherby, Ltd. 1936. 
(Pp. 136 ; 40 plates. 5s. net.) 

“A Catechism of Aty Raid Precautions. 
M.R.C.S., Major R.A.M.C.(T.A.). 
Danielsson, Ltd. (Pp. 99. 1s. net.) 

“London: H.M. Stationery Office. 


By Norman Hammer, 
London: J. Bale, Sons and 
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Preparations and Appliances 


A NASAL CATHETER HOLDER 


Dr. C. Arran Biren (North Middlesex County Hospital) 
writes: The nasal catheter is commonly employed fer oxygen 
administration, since, although it may not be the best, it 
is often the most practicable method. The catheter is 
usually attached to the patient’s face by adhesive tape 
This method of fixation is insecure and may irritate the 
skin. Another method is to employ a band round the head, 


Such an appliance is not easily sterilizable and is not well 
tolerated ; in some patients who perspire freely it has set 
up dermatitis of the forehead. 

To obviate these disadvantages a modified spectacle frame 
was devised, the important features of which are: 


1. It is light, durable, and does not grip the head. 

2. The flexible wire supports are adjustable and ensure 
that the catheter is directed horizontally backwards, and 
not upwards. 

3. It can be readily sterilized. 


The makers are Messrs. A. L. Hawkins and Co., Ltd. 
66, New Cavendish Street, W.1. 


A MOBILE X-RAY SET 


A new outfit to enable radiographs to be taken in the ward 
is described in a leaflet (No. 206) by Seager and Sons 
(Electro-Medical) Ltd., of Sunic House, Parker Street, Kings. 
way, W.C.2. The apparatus consists of a mobile trolley, on 
which are mounted a control panel, a shockproof transformer, 
a tube stand, a ‘‘ metalix ’’ air-cooled line-focus tube, also 
shockproof, and a lead-lined film storage safe. The unit runs 
on large-diameter rubber wheels, and can be adjusted in 
position smoothly and rapidly. A valve time-switch provides 
for the repetition of exposures without resetting, and an 
automatic change-over from screening to radiography is in- 
cluded. The set takes from the mains less than 15 amperes 
at 230 volts, and from some exposure times given in the 
leaflet (based on a focus-film distance of twenty-eight inches 
with the Potter-Bucky diaphragm) it appears that the pelvis 
requires two seconds, and the skull (antero-posterior) one and 
a half seconds. For a barium meal, using ordinary screens, 
a typical exposure time is said to be two-fifths of a second. 
The outfit—the ‘‘ mobilix,’’ as it is called—seems well adapted 
to the requirements of the modern hospital. 


EULYKOL 

Eulykol (Burroughs Wellcome and Co.) is a mixture of the 
phenylethyl esters of a selected fraction of the acids of hydno- 
carpus oil. It is recommended for local intradermal] injection 
in the treatment of lupus vulgaris. Hydnocarpus derivatives 
were introduced for the treatment of leprosy, and were found 
to have other actions of therapeutic value. The chief dis- 
advantage of the original preparations was their irritant action. 
Research at the Wellcome Laboratories resulted in the dis- 
covery that the phenylethy! esters were the least irritant and 
most readily absorbed of such esters. The makers claim that 
treatment with eulykol gives rise to comparatively little pain, 
and that the clinical results obtained suggest that it is a rapid 
and effective method of treating lupus vulgaris. 


RECRESAL 
Recresal is a preparation of calcined sodium dihydro-ortho- 
phosphate (NaH,PO,). Embden in 1921 concluded that 
administration of phosphates caused an increase in muscular 
and mental activity. In accordance with these findings this 
preparation is recommended for a wide variety ef forms of 
exhaustion and debility. 
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MEDICAL “TRUANTS” 


LORD MOYNIHAN’S LINACRE LECTURE 


In choosing the subject ‘‘ Truants’’ for his Linacre 
Lecture, delivered at St. John’s College, Cambridge, on 
May 6th, Lord Moynihan evidently had it in mind that 
the founder of the lecture might himself be described as 
one of the truant disciples of medicine. Although Thomas 
Linacre was physician to a king and a cardinal, and 
a founder and the first President of the Royal College of 
Physicians, he was more highly esteemed as a scholar 
than as a medical man, and was accounted a prodigy 
of learning and the first of the philosophers. Lord 
Moynihan invited the attention of his auditors to the 
many and various gifts which medicine through her 
truants or wanderers had made to science, literature, 
law, and the State. Some of the men whose names he 
mentioned had great skill and repute in the practice of 
their profession, others were indifferent to it or abandoned 
it early in their career, but all were distinguished by 
having achieved celebrity in other fields. His illustrations 
were drawn from ancient and modern sources, and in- 
cluded some contemporary figures. In this abstract we 
must pick and choose among the multitude of names 
which the lecturer’s researches had brought together, not 
attempting to summarize a lecture so full of personal 
narrative, but only pausing here and there in this curious 
cross-section of biography. 


The Gifts of Medicine to Science 


For his first truant Lord Moynihan went back to a 
figure which until recent times would have been accounted 
legendary—namely, Imhotep, who was not only physician, 
but vizier, architect, chief ritualist, sage, and scribe to the 
Pharaoh who built the step pyramid at Sakkarah. The 
Greeks in their turn derived their science from the rudi- 
mentary forms first developed in the valley of the Nile, 
and it might be claimed that Greek science from first to 
last was dominated by medicine. The first among Greek 
observers was Hippocrates, from whom all the literature 
of science derived. The claim for Hippocrates that he 
was the first of scientific writers could not be gainsaid. 
In his own work he incorporated all knowledge that was 
current, being recorder no less than researcher... He 
announced clearly the first principles of inductive research 
and practice—namely, the recognition of phenomena as 
something separate from the material by which they were 
exhibited—then endless rearrangement within the mind of 
the observer, then judgement, general propositions, and 
practical knowledge and craft. 

Science for its advance required that phenomena, when 
accurately and separately observed, should be tested by 
experiment, and Galen, five centuries after Hippocrates, 
was the leader in this essential enterprise. It was he who, 
though himself the wildest and least hampered of specu- 
lators, brought into medicine the experimental method. 
Thus science in its relation to medicine started well 
equipped, the two essential weapons for intellectual 
advance having been wrought and used by capable and 
exemplary hands. After the fall of Greece the knowledge 
was kept alive, and transmitted by Avicenna and others 
to the East. That most illustrious of Arabian physicians 


had a mind as keen as that of his great predecessors, 
though he was not an experimenter so much as a 
philosopher, with a masterly grasp not of medicine only, 
but of all contemporary science, and a skill in dealing with 
fundamental mathematics even now hardly surpassed. 
Lord Moynihan then with broad strokes painted the 
long ages of sterility through which Europe passed, when 


- philosophy with little or no relation to medicine. 


no new thought, method, or experiment broke through, 
when no truants escaped from Hippocrates and Galen, 
who had now become tyrannous. The new day began 
with the rising of Salerno and other schools of learning in 
Italy, where again in medicine other sciences found birth. 
Those students whose drift was to astronomy, chemistry, 
or physics found in the schools of medicine the easiest 
opportunity for training and the best promise of a liveli- 
hoed. The new day had broadened to noon by 1543, in 
which year Vesalius published his work on anatomy, and 
Copernicus, on his deathbed, his theory of the earth’s 
movement. These two men might be regarded as the 
pioneers-of the new methods and of the revival of interest 
in truths established by direct personal observation. 
Copernicus himself was a truant physician; he had 
graduated at Cracow in medicine as well as in arts, and 
in due time became professor of mathematics at Rome. 

In England one of the foremost of the new intellectuals 
was William Gilbert, who took his medical degree at 
Cambridge in 1569, and was physician to Queen 
Elizabeth and James I. In his famous work De Magnete 
he established the magnetic nature of the earth; he 
was the father of modern experimental science, and gave 
the word “‘ electricity ’’ to the language. To this period 
also belongs the great Galileo, who was a student of 
medicine at Pisa. On Galileo’s famous recantation the 
lecturer made the comment that 

‘“ The intellectual tyranny exercised by the authority of 
the ancients, and in mediaeval days the Church, is incredible 
to us until we desert our own times and strive to look upon 
ourselves, our own beliefs, our own enslavement by ancient 
creeds and consecrated rites. No less a man than Harvey, 
in his act of rebellion, confessed to his reckless courage. He 
said of himself that he ‘ felt in some sort criminal to call 
in question doctrines that had descended through a long 
succession of ages and carried the authority of the ancients ; 
but he appealed unto nature that bowed to no antiquity, 
and was a still higher authority.’ ’’ 


Physicists and Philosophers 


After mentioning Galvani, the eighteenth century 
Italian physician at Bologna, whose immortality in the 
literature of physics was perhaps hardly deserved, the 
lecturer spoke of two English truants, the great chemist 
Robert Boyle, of whom Addison wrote that he was “ an 
honour to his country, and a more diligent as well as 
successful inquirer into the works of nature than any 
other nation has ever produced’’; and the great 
philosopher John Locke, his contemporary and life-long 
friend, who, after taking his M.B. at Oxford, and carry- 
ing on some medical practice, which included an operation 
on the Earl of Shaftesbury, devoted his later years to 
It was 
Locke who equipped the Whigs with their political 
philosophy for the next century. 

Another truant of the same period was Richard Lower, 
the full value of whose vagrant researches has only been 
fully realized in our own day. Lower, unlike some of the 
others mentioned, had very sound medical knowledge and 
skill. In 1666, the year of the Great Fire, he moved to 
London and obtained a large and distinguished practice ; 
he was esteemed the most noted physician in the capital, 
and ‘‘ no man’s name was more cried up at court than 
his.’’ His principal fame rests upon his physiological 
researches, but he was also one of that group, which 
included Willis, Boyle, and Wren, whose experiments 
were directed to physics. Not so much a truant as a 
wanderer. John Mayow also belonged to this period, 
and united the interests of a chemist with those of a 
physiologist. It was said of his first and greatest work 
that the mechanism of respiration and anatomical points 
concerning the articulation of the ribs were there described 
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almost as perfectly as they could be to-day. Mayow 
practised in the summer at Bath. 

The eighteenth and nineteenth centuries saw a number 
of men who achieved a double reputation in chemistry 
and in medicine. Berzelius, the greatest chemist of 
his day, was professor of medicine at Stockholm. Two 
English contemporaries were William Hyde Wollaston 
and William Prout. Wollaston retired from medical 
practice at the age of 34, and set up a laboratory where 
he carried out some fruitful researches in optics and 
chemistry. Prout was one of the founders of physio- 
logical chemistry, and he discovered hydrochloric acid in 
the gastric juice. The most brilliant example of the 
medical man who found his true bent in physics was 
Thomas Young, described as the founder of physiological 
optics. Young was an infant prodigy, reading with 
fluency at the age of 2; by the time he reached 13 he 
had studied in eight languages, and was already well 
grounded in mathematics and natural philosophy. At 
19 he took up the study of medicine at Westminster 
and St. Bartholomew’s. At Cambridge, where he took 
his M.D., he was known as ‘‘ Phenomenon Young.’’ He 
practised in Welbeck Street, and was afterwards professor 
of natural philosophy at the Royal Institution. He 
carried out some remarkable work in optics ; perhaps 
more remarkable still in its way was his interpretation 
of Egyptian hieroglyphs. Sir Benjamin Ward Richardson 
claimed him as “‘ next in science to Newton himself.’’ 
His medical attainments were not so highly regarded ; 
at any rate Sir Benjamin Brodie said of him that ‘‘ he 
was either not fitted for a physician or too engrossed in 
other pursuits.’’ He had the misfortune, as Helmholtz 
said of him, to be too greatly superior in sagacity to his 
contemporaries. They gazed at him with astonishment, 
but they could not always follow his intellect in its bold 
flights. 

Geologists and Botanists 


The study of rocks and minerals has attracted not a 
few men to stray from meuicine. The lecturer mentioned 
Nicholas Steensen, a seventeenth century Dane, who was 
physician to two grand dukes in Florence, and who was 
the first to solve geological problems by inductive reason- 
ing, throwing much light on the formation and structure 
of crystals. He embraced yet another profession, and 
ended his life as a Catholic bishop. A geologist whom 
the University of Cambridge holds in high honour, John 
Woodward, who created the first geological museum and 
bequeathed it to the University, was the recipient of a 
medical degree conferred by the Archbishop of Canter- 
bury, and later received the M.D. of Cambridge. Another 
medical geologist of the eighteenth century was James 
Hutton, a doctor of medicine at Leyden. It was he who, 
during a visit to the Grampians, found six large veins of 
red granite penetrating the slate, and showed such exulta- 
tion at the discovery that his guides were sure he had 
laid bare silver or gold. 

Turning to botany, the lecturer glanced at Malpighi, 
who was a pioneer not only in animal but in vegetable 
microscopic anatomy, as well as physician to the Pope, 
and then came to the great name of Linnaeus, who held 
the degree of Doctor of Medicine at Upsala. Linnaeus 
claimed for himseli that he was not so much discoverer 
as reformer, for his task requiring the heaviest labour was 
the rearrangement of descriptive botany and the choice 
of the best order of appropriate and relevant terms. A 
great English name in this field is that of Sir Thomas 
Hooker, who took his medical degree at Glasgow and went 
as surgeon on the Ross expedition to the Antarctic. There 
he studied flora to such purpose that he required six 
volumes for its presentation. Perhaps Hooker’s greatest 


claim to fame is that it was to him that Darwin first 
propounded his theory of natural selection. 


The name of Darwin immediately suggests that. of 
Huxley, the most fervent and eloquent expositor of the 
theories of which Darwin was the creator. Huxley took 
his medical qualification in 1845. The lecturer told the 
famous story of Huxley’s controversy with Bishop Wilber. 
force at the British Association meeting at Oxford jn 
1860. The Bishop spoke for “ full half an hour with 
inimitable spirit, emptiness, and unfairness.’’ In a light 
scoffing tone he assured the gathering that there was 
nothing in evolution. He begged of his antagonist, was 
it through his grandfather or his grandmother that he 
claimed his descent from a monkey? Huxley made the 
tremendous retort (his exact words have not been pre- 
served) that he was not ashamed to have a monkey for 
his ancestor, but he would be ashamed to be connected 
with a man who used great gifts to obscure the truth, 
These were Victorian times, and therefore it is only to be 
expected that ‘‘ one lady fainted and had to be carried 
out.”’ 

Politics and Statecraft 

Many men have given to the more exciting, if less 
grateful, world of politics the energies which were intended 
for a round of patients. The first to be mentioned was 
Leander Starr Jameson, always to be associated with the 
Transvaal raid of 1895. The next—belonging to law 
rather than to politics—was Viscount Finlay, who 
qualified in medicine in Edinburgh, but never practised 
it, and turned to the Bear, eventually becoming a war- 
time Lord Chancellor and later a judge of The Hague 
Court. <A politician whose association with medicine and 
medical affairs was very close was Balthazar Walter 
Foster, first Lord Ilkeston, the second medical man to 
be raised to the House of Lords, Lister being the first. 
Foster was Chairman of Council of the British Medical 
Association 1883-6, and recipient of the Gold Medal 
in 1897 “‘ for great and prolonged service to the Associa- 
tion and the profession.’’ He acquired a large practice, 
and in Birmingham took an active part in civic work, 
presently entering Parliament and becoming Parliament- 
ary Secretary to the Local Government Board. 

Lord Moynihan briefly mentioned men of the present 
generation who have attained Ministerial rank—Dr. 
Christopher Addison, the first Minister of Health, Mr. 
Walter Elliot, now Minister of Agriculture, and the 
present Prime Minister of Northern Rhodesia. 

In France medical men have been prominent in affairs 
of State. Marat, the revolutionary, who is chiefly re- 
membered for the dramatic circumstance of his death, was 
a doctor, and during a stay in England before his political 
career began he published two pamphlets, one on diseases 
of the eve and the other on gleet. Another revolutionary 
who was a doctor bore the ominous name of Joseph 
Ignace Guillotine. He deserves the sinister implication 
only in so far that, being a humanitarian, he proposed at 
the Constitutional Assembly that for all classes capital 
punishment should be by decapitation as the most 
merciful method. The actual instrument was devised by 
an army surgeon, Antoine Louis, and was at first known 
as “‘ la louisette.’’ Among modern truants from medicine 
to statecraft none had a more dramatic career than 
Georges Clemenceau, who qualified in medicine in 1865, 
but soon branched off into politics, where his virulent 
methods of opposition earned him the name of ‘“ The 
Tiger.’’ To him in his retirement his country turned in 
1917 as the only man able and energetic enough to save it. 

The first president of the Chinese Republic, Sun Yat-sen, 
was a doctor, having been the first graduate, in 1892, of 
the College of Medicine in Hong-Kong. Among colonial 
administrators who had strayed from medicine Lord 
Moynihan dwelt upon the career of General Leonard 
Wood, the American soldier and colonist, who qualified 
in medicine at Harvard in 1884. As Governor-General 


‘ 0 
n 
fe 
li 
| 
| i 
] 
( 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 


May 9, 1936 


MEDICAL ‘‘ TRUANTS ” 


Tue Br 
MeEpIcaL 945 


of Cuba his administration, especially in connexion with 
medical problems, achieved great success, and his measures 
for the elimination of yellow fever were a model for the 
later work of Gorgas at the Panama Canal. Later he 
become Governor-General of the Philippines. 


Doctors as Men of Letters 


Many truants from medicine have escaped to literature, 
in some cases to the advantage of their former patients 
and their future readers. The first name mentioned by 
Lord Moynihan was Rabelais, who entered on the study 
of medicine at the age of 47. He is remembered, how- 
ever, not for his practice at Lyons, but for his delightful 
and extravagant, though often coarse, satire. One early 
truant in the opposite direction may be named—Thomas 
Lodge, who escaped from a life of endless variety and 
thrilling incident to the quiet fields of medicine. He, 
too, was middle-aged when he took his medical degree at 
Avignon, and later at Oxford, but by the time he was 
50 he was mentioned in a list of the chief physicians of 
the day. He is best remembered as a lyric poet, and is 
described by a contemporary as a writer of ‘‘ those pretty 
old songs and madrigals which are very much the strain 
of these times.’’ A play of his is said to have provided 
Shakespeare with the theme of As You Like It. Another 
poet of the same period (Elizabeth and James I) was 
Thomas Campion, who studied medicine and took a 
degree abroad, but came to display the “ childish titula- 
tion of riming,’’ and so much engaged his time with 
literature and music that his medicine suffered, though he 
had distinguished patients. 

The outstanding name of the seventeenth century 
among doctors whose pens enriched general literature was 
that of Sir Thomas Browne. His Religio Medici is said 
to have been written for the occupation of his leisured 
hours, and for his private exercise and satisfaction. It 
suffered from the premature publication of unauthorized 
versions. One famous critic said of it that it was “‘ the 
earliest book in which the harmony between the physician 
and the man of letters was complete.’’ Sir Thomas 
Browne's reputation for wide and remote knowledge spread 
throughout the land, and his opinion and guidance were 
sought by men themselves iearned in philosophy, in 
natural history, and in medicine. 

A contemporary of Browne, of less enduring fame, was 
Samuel Garth, who was esteemed in his day both as 
physician and as author of the poem entitled The Dis- 
pensary. John Arbuthnot must be included, the favourite 
physician of Queen Anne, the best-natured man in the 
circle of wits which included Pope and Swift, and the 
writer who, in his Law in a Bottomless Pit, or the History 
of John Bull, created our national name and character. 
Mark Akenside, another physician-poet, comes later in 
date, in the mid-eighteenth century. He was satirized 
in Peregrine Pickle by his contemporary Tobias Smollett, 
who had also practised as a doctor, but “‘ attracted more 
attention as a wit than as a leech.’’ Smollett ultimately 
abandoned medicine for literature, and acquired a fortune, 
which he lavishly squandered. 

Of Oliver Goldsmith’s medical qualifications there is 
some doubt, but he practised for a time at Bankside, 
Southwark, apparently having hard work to keep body 
and soul together, and then, turning to literature for a 
pittance, he found immortality. His plays and all his 
writings, said the lecturer, had an engaging beauty, and 
if he was rather a butt in the Johnson circle, his com- 
panionship meant much to the great men who formed it. 
On his death Burke burst into tears, and Reynolds laid 
aside his brush. Goldsmith may have been a_ poor 


physician, but the most incompetent professionally of all 
the truants to literature was George Crabbe, who failed 


so dismally as a doctor that at one time he was com- 
pelled to labour in the docks. His first adventures as 
a curate were hardly less ignominious, but Burke was a 
generous patron. 

Inspired Poets 


John Keats provides the perfect example of the truant. 
Already, when he was apprenticed to an Edmonton 
surgeon, his interest was deeply engaged elsewhere. 
During his student days he expressed no love for medi- 
cine, although in surgery it is recorded that he was no 
bungler. To a friend he wrote: ‘‘ The other day during 
the lecture there came a sunbeam into the room, and with 
it a whole troop of creatures floating in the ray ; and I 
was off with them to Oberon and fairyland.’’ Of him 
Benjamin Ward Richardson wrote that if he had once 
tasted the true spirit of medicine he would have become 
one of her greatest sons—‘‘ an addition, perchance, to the 
some eight or ten of the men of all time whom medicine 
claims as her own, her poets of nature.’’ For, as Lord 
Moynihan suggests, the exercise of the imagination can be 
as free in medicine as in poetry. 

Among poets who have wandered from the ranks of 
medicine none since Keats, in the lecturer’s opinion, have 
gained as much renown as Robert Bridges, the late Poet 
Laureate. Keats, though poor, abandoned medicine for 
literature ; Bridges, well-to-do, practised his profession 
seriously and with distinction, retiring from practice at 
the age of 37. His contributions to the literature of 
medicine were few and of no great importance, and in 
his poetical writings, except that they show an unusual 
knowledge of human nature, doubtless acquired or en- 
larged by his early professional work, there is little or 
nothing to enable the reader to discover that he was a 
member of the medical profession. 

Another truant to literature, whose abiding fame, how- 
ever, remains medical, was Sir Ronald Ross, but as a 
poet and writer of romance he found enthusiastic admirers, 
and fine critics have found in his work the fundamental 
thought and music of true poetry. Among American poets 
the lecturer mentioned Silas Weir Mitchell, a physician, 
giving his time largely to neurology, but the writer of 
some very pleasing verse. The lecturer recalled a quatrain 
of his given on the occasion of the presentation of the 
portrait of Oliver Wendell Holmes to the College of 
Physicians in America: 

The poet’s rank thy title here completes 
Doctor and poet—so were Goldsmith—Keats ; 
The voices failing, murmur to an end 

With ‘‘ Welcome, Doctor, Poet, Friend.’’ 

Oliver Wendell Holmes himself stands first among 
American truants. He was early appointed professor of 
anatomy and physiology at Harvard, when so many were 
his duties that he said, ‘‘I occupy not a chair, but a 
whole settee.’’ He did not desert medicine, but made 
it the companion of literature, and while his ‘‘ Breakfast 
Table ’’ series is remembered, his little work on ‘‘ Puer- 
peral Fever ’’ in 1843 must not be forgotten, for, says 
Lord Moynihan, ‘‘ it is one of the greatest essays ever 
written in the history of medicine.’’ 

So many medical men have taken up the pen for the 
enrichment of literature that it is possible to do little 
more than mention names. Schiller, the German poet, 
graduated in medicine, and Goethe was a biologist and the 
discoverer of the intermaxillary bone. Then there was 
John Brown of Edinburgh, ‘‘ wanderer rather than 
truant,’’ whose greatest work was Horae_ subsecivae, 
though it was in Rab and His Friends—dealing with a 
surgical subject, an operation performed upon a woman 
for cancer—that he won all hearts. 

Among living truants to literature the lecturer men- 
tioned Sir Charles Sherrington, former President of the 
Royal Society, a poet of no mean skill; William 
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Somerset Maughan, Henry de Vere Stacpoole, Warwick 
Deeping, A. J. Cronin, Francis Brett Young, Austin 
Freeman, and James Bridie. Conan Doyle, dead but a 
few years, was one of the most distinguished novelists 
who played truant from medicine. He learnt from 
Joseph Bell, surgeon to the Royal Infirmary, Edinburgh, 
where he was student, the method of quick apperception 
and instant deductive reasoning from facts overlooked 
by others, which he used in his creation of Sherlock 
Holmes. Bell said of him that he was one of the best 
students he ever had, interested in everything concerning 
diagnosis, and never tired of looking for details. 


Others Who Made Good Outside “The Physic Line” 


Among artists who have been medical men Lord 
Moynihan mentioned Sir Francis Seymour Haden, a vice- 
president of the Obstetrical Society, who died a quarter 
of a century ago. He was founder and first president 
of the Royal Society of Painter Etchers, produced 250 
fine works of his own, and it was said of him that he 
often went his rounds with an etching plate in his pocket. 
Actors who began in medicine include Sheridan Knowles 
and Charles Wyndham, and of sportsmen who practised 
medicine there is a long string of names, the greatest 
perhaps W. G. Grace. No musician appeared in Lord 
Moynihan’s list. 

Explorers, few but distinguished, have been furnished 
from the ranks of medicine. One of these was Mungo 
Park, whose first voyage was made as ship surgeon at 
the age of 21. Later he explored the course of the 
River Niger, and after practising in Peebles returned to 
Africa, where he died at the age of 35. The most famous 
of all, of course, is David Livingstone, who qualified in 
medicine at the age of 27, and immediately embarked for 
Africa. Livingstone, said Lord Moynihan, “‘ is one of 
the few great Victorians whose glory has in no degree 
diminished.”’ 

Another great explorer and constructive statesman who 
died sixteen years ago was George Ernest Morrison, who 
took his medical degree at the age of 25. For a time he 
was court physician to the Shereef of Wazan ; he also 
served in hospital in Ballarat for two years. But the 
lure of the Far East attracted him. His work as Times 
correspondent in China, his gallant assistance in the 
defence of Peking during the Boxer rebellion, his appoint- 
ment as political adviser to the first president of the 
Chinese Republic, make the name ‘‘ Morrison of Peking ”’ 
go down into history. 

Finally Lord Moynihan mentioned two remarkable 
truants—though that word can scarcely carry its full 
meaning in either of the cases—who break the barriers 
of narrow category. These were the two Macalisters, 
Alexander and Donald, first cousins, and both connected 
with the Medical School of the University of Cambridge. 
Alexander Macalister died in 1919, and Donald Macalister 
in 1934. It was said that between them all knowledge 
was their possession. Donald Macalister spoke twelve 
languages, most of them fluently. When he was Principal 
at Glasgow no foreigners visited the University with 
whom he could not converse in their mother tongue. 
Alexander Macalister admitted proficiency in fourteen 
languages, he was a philosopher of vast knowledge, an 
archaeologist whose favourite interest lay in Egypt, and 
it was said of him that he could answer all the questions 
in a theological tripos paper over the breakfast table. 
Sir Donald Macalister’s long term of office as President 
of the General Medical Council will not soon be for- 
gotten ; there and at Glasgow he showed gifts of adminis- 
tration and leadership of the highest order. 

The lecturer apologized for the necessary brevity and 
imperfection of his record. The careers he had instanced 
illustrated the influence of scientific training upon all 
mental activity, no matter in what field it might be 


expended, also the value of indulging other forms of 
culture apart from one’s profession—what the Greeks 
called mapeyyov or ‘‘ work by the side of work.’’ 


“The habits early inculcated of acute and accurate obser. 
vation, orderly and relevant arrangement of thought, close 
criticism of every stage in the manifold processes leading to 
judgement and decision, conciseness in final expression, and 
impeccable intellectual integrity throughout, are for many 
of us acquired with infinite difficulty, but once made our 
own, they may be worn with natural ease and appear almost 
automatic. A scientific training is useful, not only in the 
work of an arduous and scientific profession, but in all other 
callings into which by accident or deliberate intention a map 
may chance to wander.” 


It is hoped that Lord Moynihan may be persuaded to 
do as other Linacre lecturers have done, and issue the 
full text of the lecture in book form. 


PROFESSOR FREUD'S EIGHTIETH 
BIRTHDAY 


The following is the English text of the congratulatory 
letter addressed to Professor Sigmund Freud on May 6th, 
and presented to him by the six members of the com- 
mittee whose signatures appear below, in the name of all 
those who have signed it up to April 24th. 


The eightieth birthday of Sigmund Freud gives us 
the welcome opportunity of offering our congratulations 
and homage to the Master whose discoveries have 
opened up the way to a new and profounder under- 
standing of mankind. He has made eminent contribu- 
tions to medicine, psychology, philosophy, and art, and 
has been for two generations the pioneer in exploring the 
hitherto unknown regions of the mind. Intellectually 
independent, ‘‘ein Mann mit erzenem Blick ’’—as 
Nietzsche said of Schopenhauer—able to stand alone 
and draw to himself disciples, he followed his chosen 
path and advanced truths which, just because they 
uncovered what was hidden and illuminated what was 
obscure, seemed dangerous and alarming. Everywhere 
he put forward new problems and changed old 
standards. The results of his work have extended the 
field of research, and the stimulus he gave to creative 
thought made even his opponents his debtors. Future 
ages may reconstruct or limit this or that conclusion, 
but his questions will never be silenced nor his achieves 
ments permanently obscured. The ideas he formulated 
and the terms he coined have become part of our daily 
life, and in every field of knowledge, in literature, art, 
research, history of religion, prehistory, mythoiogy, 
folklore, pedagogy, and last but not least in poetry 
we can trace his influence. The most memorable 
achievement of our generation will be, beyond doubt, 
the psychological achievement of Sigmund Freud. 

We cannot picture the intellectual world to-day 
without his work, and we rejoice in his presence among 
us and in his unabated activity. May our gratitude 
accompany his days. 

THomaAsS Mann. H. G. Wetts. 
Romain RoLLAND. VIRGINIA WOOLF, 
Jutes Romarns. STEFAN ZWEIG. 
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The Minister of Health has sanctioned the raising of a 
loan of £96,650 by the South Middlesex and Richmond 
Joint Hospital Board for further accommodation in con- 
nexion with the treatment of infectious disease other than 
small-pox. The money is to be spent on erecting two new 
pavilion blocks, each containing twerry-four beds, and 
three cubicle blocks, each containing twelve beds, a new 
administration block, a nurses’ home, and an operating 
theatre, together with a house for the medical superin- 
tendent and a lodge for the porter. 
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FOOD STORAGE AND DEFENCE 


Tzii Kung, a disciple of Confucius, asked for a 
definition of good government. The Master replied: 
It consists in providing enough food to eat, in keeping 
enough soldiers to guard the State, and in winning 
the confidence of the people.—And if one of these 
three things had to be sacrificed, which should go 
first?—-The Master replied: Sacrifice the soldiers.— 
And if of the two remaining things one had to be 
sacrificed, which should it be?—The Master said: 
Let it be the food. From the beginning men have 
always had to die. But without the confidence of 
the people no government can stand at all.' 
There is in this wisdom of the East a great deal that 
is pertinent to the present situation in these islands. 
The question of food storage and defence is now much 
in the public mind, and, it is to be hoped, in the mind 
of Government. Day by day letters appear in the 
public press advocating the storage of this or that food- 
stuff, periodicals publish articles thereon, and papers, 
by distinguished persons, are read before learned 
societies. Some confine themselves to an advocacy of 
the storage of wheat, others to that of wheat and 
meat, others again to wheat, maize, and sugar, while 
a voice is raised adjuring us not to forget herrings. 
All these are well enough ; but man cannot live by 
bread alone, nor by whear alone, nor by wheat, 
meat, maize and sugar in combination. ‘‘ Of what 
use is an over-production,’’ says one, “‘ of milk, cream, 
butter, cheese, fruit, vegetables, when the masses are 
clamouring for the necessaries of life, and these 
necessaries are absent ’’* ; unmindful, or perhaps un- 
aware, that there is no over-production of these food- 
stuffs and that they are necessaries of life. It is well, 
then, that our profession should have clear views on 
this important question and express them. It is well 
that those who may be called upon to advise Govern- 
ment in this matter, and by their advice to assist 
Government in ‘* winning the confidence of the people,”’ 
should themselves be well informed. : 
In planning for the nutritional needs of our people 
in time of war a primary necessity is to make adequate 
provision for these needs in time of peace. Briefly, 
these needs are: (1) The more general use of a bread 
which, while palatable, is not deprived of factors— 
mineral elements and vitamins—that are essential to 
health. This involves the adequate provision of whole- 
meal bread in times both of peace and of war. (2) The 
much greater production, the more rapid distribution, 
the cheapening and the much freer use of milk, eggs, 
and vegetables, the last including potatoes, onions, pulses, 
tomatoes, and green-leaf vegetables. (3) The adequate 
supply of foodstuffs yielding good protein (meat, 
'The Sayings of Confucius. John Murray, London, 1920. E 
* Matthews, Sir Herbert: ‘‘ The Problem of Wheat Supply in 


Time of War.’’ Paper read before the Royal Society of Arts, 
April 29th, 1936. 


bacon, cheese), and of cereals (oats, barley, maize) 
as alternatives to wheat. We must therefore become 
self-supporting in as many of these essential food- 
stuffs as possible. This we can do in so far as meat, 
milk, eggs, and vegetables are concerned, and, it would 
appear, in so far as oats and barley are concerned, 
if agriculture and labour are properly organized 
+ and advantage is taken of the knowledge science has 
provided in regard both to food production and to nutri- 
tion. The urgent necessity to. be self-supporting in 
these things, both as a health measure in times of peace 
and as a defence measure in times of war, is extreme: 
an enormous responsibility rests upon Government in 
regard to it. For just as nutrition is a fundamental 
function of the body, so is care for the nutrition of the 
nation a fundamental function of Government, and 
one of which the importance is not exceeded by any 
other function whatsoever, even though it be that of 
‘keeping enough soldiers to guard the State.’’ So 
long as there are in this country idle hands and idle, or 
relatively idle, or inefficiently exploited lands, so long 
is Government failing to do what is best for the people 
whether in times of peace or in times of war. 

As to the storage of food as a defence measure the 
guiding principle should be to store those foodstuffs 
that are not only suitable for storage, but which, when 
properly combined, will provide a well-balanced ration, 
or the basis of such a ration. Of such foodstuffs the 
following at once suggest themselves: (1) hard, whole 
wheat from Canada or Australia, which is more suit- 
able for storage than British or Continental wheat ; 
(2) potatoes ; (3) onions ; (4) cheese ; (5) butter or 
vitaminized margarine ; (6) sugar ; and (7) dried whole 
or skimmed milk (for the children and the sick). From 
these foodstuffs a balanced daily ration—per ‘‘ man- 
value ’’—could be constructed as follows: wheat, 
12 ounces ; potatoes, 1 pound ; onions, 8 ounces ; 
cheese, 4 ounces ; butter or vitaminized margarine, 
2 ounces ; sugar, 2 ounces. This ‘‘ emergency ration ”’ 
would provide 76 grams of protein, of which more 
than one-third would be ‘‘ good protein ’’ ; 92 grams 
of fat containing the fat-soluble vitamins ; 417 grams 
of carbohydrate, with the essential water-soluble 
vitamins ; a sufficiency of calcium, phosphorus, and 
iron ; and it would yield 2,884 calories daily. Were 
the nation self-supporting in milk, eggs, vegetables, 
oats, barley, and meat the above “‘ emergency ration ”’ 
could be modified accordingly ; thus, meat or egg 
could replace an equivalent amount of cheese, or oats 
and barley an equivalent amount of wheat, or other 
vegetables an equivalent amount of onions. To be self- 
supporting in milk and milk-products is a matter of 
prime importance from another point of view. For 
in case of dire necessity the one and a half million 
cows now needed to reader us so would provide nearly 
half a million tons of beef on the hoof. 

Assuming that the 45 million men, women, and 
children in this country could be represented by 
30 million ‘‘ man-values,’’ for purposes cf calculating 


the amounts of these foodstuffs needed as a war 
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reserve, then these amounts, for a period of twelve 
months, are approximately: of wheat, 3,650,000 tons ; 
of potatoes, 5,000,000 tons ; of onions, 2,250,000 tons ; 
of cheese, 1,250,000 tons ; of butter or vitaminized 
margarine, 625,000 tons ; of sugar, 625,000 tons ; and 
of dried whole or skimmed milk some thousands of 
tons. It is of interest, now, to compare these figures, 
adding to them 10 per cent. for waste—waste in non- 
absorption of nutrients after ingestion and waste 
involved in distribution of the foodstuffs—with those 
showing the yearly consumption of these foodstuffs at 
the present time. According to the figures given for 
the latter by Sir John Orr in his recently published 
book, Food, Health, and Income, this comparison is 
as follows: 


Present 


As War Reserve Consumption 


Flour 4,015,000 tons ...... 4,125,000 tons 
(as whole wheat) (as bread) 

Potatoes 5,500,000 tons ...... 4,400,000 tons 

Onions... 2,750,000 tons. .....; 2,085,000 tons 


(other vegetables 
including onions) 


660,000 tons 


Butter or vitaminized 


margarine 687,000 tons 


<.. 687,000 tons ...... 1,917,000 tons 
Cheese ... 1,375,000 tons ...... 221,000 tons 
Dried milk (Figure not _...... (Figure not 


calculated) given) 

We would therefore need to have available as a 
war reserve about the same amount of wheat as we 
now use annually, over a million more tons of potatoes, 
nearly a million more tons of onions or other 
vegetables, twenty-seven thousand more tons of butter 
or vitaminized margarine, one and a quarter million 
tons less of sugar, over a million tons of cheese or other 
good protein-yielding foodstuffs (meat, bacon, cured 
fish), and some thousands of tons of dried milk. It 
follows, then, that if we were self-supporting in milk and 
its products, meat, potatoes, onions, other vegetables, 
oats, and barley, the foodstuffs to be provided from 
outside sources would be wheat, maize, and sugar. 
To these it would be safe to add a supply of grains 
suitable for sprouting. So we return to our original 
propositions: the immediate need is the storage of a 
sufficient supply of such foodstuffs as will in them- 
selves provide a well-balanced ‘‘ emergency ration ’’: 
the ultimate need, a need which should be satisfied 
as soon as possible, is to become self-supporting in 
those essential foodstuffs which this country is with 
vision, decision, courage, and understanding capable 
of providing for itself. This is the way of ‘‘ good 
government,’’ the way to win and retain “‘ the con- 
fidence of the people.”’ 


ADHESIONS FOLLOWING INJURY 


The average patient with a damaged limb bone has not 
the same degree of interest in the union of the fracture 
as has the surgeon ; pain, stiffness, and disability are 
to him of greater moment, and if he finds that the 
neighbouring joints are persistently painful or stiff 
after the fracture has united his concern becomes acute. 
In dealing with fractures the aim is not only to obtain 
union in perfect position, though this is of great impor- 


tance, but to secure a return of useful painless move- 
ment in the joints of the injured limb. It is possible 
to obtain union of a fracture in perfect position and 
yet have the patient severely disabled on account of 
disturbed function in the neighbouring joints. The 
x-ray negative can never convey an adequate picture 
of the final result. So much depends on the presence 


or absence of what are commonly called “‘ adhesions,” 


and the problem is not made any easier by the lack of 
simple methods for demonstrating their situation or 
extent. 

Devout followers of Hugh Owen Thomas have a 
simple and comforting faith. He taught that permanent 
stiffness would never occur in a healthy joint as a 
result of prolonged fixation. In the case of a damaged 
joint rigidly enforced fixation must be maintained until 
the repair process is complete ; early movement is 
harmful, and where prolonged fixation of a joint has 
been necessary ‘‘if ankylosis (that is, the stiffness 
present at the end of such treatment) can possibly 
wear off, it does it best by the patient’s attempts at . 
ordinary use of the parts.’’ The application of this 
fundamentally sound doctrine to fractures is clear— 
complete fixation of the fragments, and therefore of 
the neighbouring joints, until sound union has occurred; 
then complete freedom and an exhortation to the 
patient to get back movement in his stiff joints as best 
he can. Although it is true that union of a fracture 
is best promoted by absolute rest in the optimum 
position, it is a sad fact that more or less permanent 
stiffness in neighbouring and apparently undamaged 
joints may result from the fixation that is so beneficial 
for the fracture. What is the reason for the stiffness 
and how may it be avoided? 

On another page we print an account of a re- 
examination of this problem by Mr. Watson Jones. 
He believes that adhesions are mainly periarticular and 
result from exudation into all the soft parts around a 
joint. The exudate is obvious enough in many cases, 
and none of the six factors given as causes of the 
exudation are likely to be called in question.» The 
presence of one or more of them may result in irre- 
coverable stiffness of a joint, and elimination of these 
factors is therefore essential to the attainment of a good 
functional result. Here we need comment only on 
(1) disuse with continued venous stasis, and (2) recur- 
rent oedema. At first sight the former appears to be 
a necessary accompaniment of the absolute fixation 
required by the fracture. But so long as it is realized 
that limited yet useful functional activity of a limb 
may coexist with complete fixation of a fracture, this 
factor may be largely discounted. Fracture of the 
lower end of the radius supplies a simple example. 
Fixation of the forearm and wrist is necessary until 
union is sound ; but there is no reason why the fingers 
should be fixed, and if they are left free and the patient 
is encouraged to use them, not only will stiffness of the 
fingers be avoided, but there will be constant activity 
in the muscles and tendons of the forearm and wrist. 
Seeing that the venous return from a limb is so largely 
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dependent upon muscular contraction, we have at our 
disposal a simple method for dealing with the venous 
stasis accompanying immobilization. With intelligent 
use of this method, abolition of stasis, prevention of 
exudation, absence of dense adhesion formation, early 
return of movement when freedom is finally allowed, 
will in turn be secured. The troublesome oedema, which 
may lead to permanent stiffness in fractures of the 
lower limb, appears when the plaster is finally removed 
and the fracture is weli united. The local circulation 
suddenly loses a strong external support and oedema 
results. Massage, passive movements, or manipulation 
cannot dispel it. The secret of prevention of this 
crippling complication is to provide elastic external 
support after removal of the rigid plaster and to con- 
tinue it until functional activity has returned almost to 
normal. 


It might be thought that all this should now be. 


common knowledge ; but we doubt whether this is so. 
The evidence provided by some of the patients who 
attend the orthopaedic departments of hospitals suggests 
that the principles underlying the prevention of post- 
traumatic stiffness of joints are still not widely appre- 
ciated. Manipulation is a valuable procedure, coming 
rapidly into its own, but, as Mr. Watson Jones says, 
“manipulation is a two-edged sword.’’ The indica- 
tions for its employment are perfectly clear but com- 
paratively infrequent. The same is true of massage. 
It has yet to be realized that—apart from the reduction 
of the fracture, adequate splintage till union is sound, 
protection of the circulation in the lower limb after a 
plaster has been removed, and the occasional manipu- 
lation to break down terminal adhesions—the full 
restoration of function depends upon the patient’s active 
use of the injured limb from the moment the first 
plaster is applied. 


LONDON WATER 
The duties so long and vigilantly discharged by the late 
Sir Alexander Houston as director of water examina- 
tion to the Metropolitan Water Board are now com- 
mitted to the control of Lieut.-Colonel C. H. H. Harold, 
who assumed office with a wide experience of the varied 
and urgent problems of military water supply. The 
new director in his first report,’ after a graceful appre- 
ciation of the personal qualities and high achievement 
of his distinguished predecessor, has referred to the 
critical months of drought during 1934, which imposed 
an added responsibility on the laboratories of the Board, 
so that the samples of water examined in that year 
reached the record figure of 27,759, without including 
6,363 further samples used for special tests. These 
efforts, however, were not in vain, for no fewer than 
88.3 per cent. of the samples of water going into supply 
were found to be of the highest grade, being negative 
to the B. coli test in 100 c.cm. With the exception 
of the Hampton supply, which is chlorinated before 


s Twenty-ninth Annual Report of the Metropolitan Water Board. 
The Results of the Chemical and Bacteriological Examination of 
the London Waters. London: P. S. King and Son., Ltd. (10s, 6d.) 


filtration, all the Thames-derived water that reaches the 
London taps is treated with ammonia and chlorine after 
it has been filtered. The report presents in tabular 
form, after the manner of previous years, information 
month by month regarding laboratory work done, rain- 
fall on the Thames Valley, flow of the river, air and 
water temperatures, and the chemical and _ bacterial 
states of the raw and filtered waters and the deep wells. 
The good condition of the Thames supply during the 
dry time is ascribed in part to the natural merits of the 
river and in part to the raising of the levels of the sluices 
by the Thames Conservancy Board, which enabled 
large reserve volumes of water to be impounded in 
the reaches. The deep wells, on the whole, passed 
through the period of shortage with credit. At several 
stations pumping had to be reduced, but in the northern 
districts the deep wells were able to relieve the deficiency 
of the Lea. There is also an informative article on 
chloramine as applied to London water. 

The report on the water for 1934 fully sustains the 
high scientific standards of the series to which it 
belongs. It would appear, too, that Colonel Harold 
is, like Sir Alexander Houston himself, not insensitive 
to the historical and other humane aspects of water 
sources. Reporting on his visit paid in the interests of 
his Board to the ozonizing plant at Chartres on the 
River Eure, he recalls the hailstorm which miraculously 
smote Edward III and his army there, as a result of 
which the disquieted King, having paid his vows to 
Notre Dame de Chartres, not long afterwards granted 
peace to France by the Treaty of Bretigny. 


PROFESSOR SIGMUND FREUD 


We publish elsewhere in this issue a letter of con- 
gratulation to Sigmund Freud on his eightieth birthday 
(May 6th), signed by men distinguished in their own 
countries in science and in letters, and in this saluta- 
tion to the most remarkable man in the contemporary 
medical world we gladly join. That the names of so 
few medical men are appended to the letter may 
perhaps be explained by the fact that the committee 
responsible is composed of men of letters, men inter- 
ested less in the practical application of psycho- 
analysis to the problems of mental health than in the 
light it has thrown upon other fields of experience, 
of art, literature, mythology, religion. But it is not 
perhaps fanciful to see in this selection of laudators 
an echo of past controversy and bitter opposition to 
the man and his work. The medical profession of this 
and of other countries for long resisted the encroach- 
ment of ideas that were novel and alien to its accepted 
teachings, and humbling to the self-esteem in which 
man in his intellectual pride had shrouded himself. 
The literary mind, more imaginative and perhaps 
bolder, accepted what the medical mind rejected. The 
acceptance may have been too ready and uncritical, 
and a good deal of mental indigestion is apparent in 
the facile use the literary pen has made of psycho- 
analytical theories ; nevertheless the literary world set 
a useful example in tolerance. It would, of course, be 
idle to pretend that psycho-analysis is still without its 
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opponents among psychologists and medical men, or 
that such opposition is still unmarked by _ hostility, 
especially in some countries; yet the most biased 
antagonist cannot fail to recognize that without Freud 
the present widespread interest in psychology in 
medicine and the changing conceptions in psychiatry 
could not have taken place. Even if the theoretical 
structure of psycho-analysis were destroyed to-morrow, 
medicine would still be profoundly indebted to Freud 
for his introduction of a technique of investigation and 
research—the method of free association—and to him 
and his co-workers for the accumulation of a mass 
of data which have profoundly altered our conception 
of the working of the mind. Psycho-analysis is largely 
an observational science, and hypotheses designed to 
include the observed facts within a rigid framework 
of theory may appear to the onlooker to lack solidity. 
The controlled experiment of the laboratory cannot 
be utilized to prove or disprove, and the support of 
analogy must always remain dubious. But so long 
as a hypothesis works—one, say, that explains most 
of the facts—it should be accepted until a better hypo- 
thesis—which explains all the facts—is put forward. 
Perhaps the best tribute that could be paid to Freud 
on his eightieth birthday would be a more ready dis- 
position on the part of summary critics to read, mark, 
learn, and inwardly digest the facts of what has come 
to be known as psycho-analysis. 


HORMONE TREATMENT OF UNDESCENDED TESTES 


The genital organs depend on the stimulus of hormones 
of the anterior pituitary for their normal development 
and function. This fact has been recognized for many 
years, but it is only recently that the practical applica- 
tion of this knowledge has been made possible by 
the production of extracts containing anterior pituitary 
hormones in a sufficiently pure and concentrated form 
for clinical use. Until the present time the treatment 
of imperfectly descended testes has been in the hands 
of the surgeons, and the age recommended for 
orchidopexy has varied according to individual views 
as to when spontaneous descent is likely to occur. In 
fact, some surgeons have been chary of operating at 
all unless symptoms such as pain are present. This 
being the state of affairs no one will deny that the 
introduction of hormone therapy is an important 
advance in the treatment of this condition, especially 
as it approaches more nearly Nature’s way of effecting 
descent. Experimental work has shown conclusively 
that gonad-stimulating principles (prolan A and B) are 
present in the anterior pituitary, and that anterior 
pituitary-like gonadotropic hormones: appear in large 
amounts in the urine of pregnant women, which thus 
forms an abundant source of supply from which the 
hormones are easily extracted. It has been suggested 
that the gonadotropic hormones in the maternal and 
foetal circulation may be partly responsible for the 
migration of the testes in the foetus. Their clinical 
use in the treatment of undescended testes was intro- 
duced into England by A. W. Spence and E. F. 
Scowen' of St. Bartholomew’s Hospital, who have 


s, Roy. Soc. Med., February, 1935, p. 427; Lancet, 1935, 


reported successful results in the majority of thirty. 

three patients. There have now been published further 

favourable reports of this form of therapy. G. B, 

Dorff* has treated fourteen boys, aged 6 to 13 years, 

with the syndrome of dystrophia adiposogenitalis, asso- 

ciated with either imperfect descent or hypoplasia of 

the testes. In seven of eight patients with undescended 

testes there were an increase in size and descent of the 

testes into the scrotum, while in the other patients with 

hypoplastic testes there was a considerable increase in 

the size of the testes. These changes were accompanied 

by enlargement of the penis, development of the 

scrotum and epididymis, and growth of pubic hair, 

ascribed to the action of the male sex hormone pro- 

duced by stimulation of the interstitial tissue. There 

were no ill effects on the other organs of the body, but 

Dorff points out that over-stimulation with the hormone 

will produce precocious development of the external 

genitals and secondary sexual accessories in young 

boys. The treatment did not bring about any loss ot 

weight or fat in these children. A. Goldman, A. Stern, 

and J. Lapin* have obtained successful results in ten 

of eleven patients with undescended testes, the one 

failure being in a man of 23. These authors also point 

out the possibility of precocious sexual maturity if 

treatment is started when the patient is very young. 

In experimental animals it has been shown that if the 

testis is placed in the abdominal cavity before spermato- 

genesis has occurred no degenerative changes take 

place, but if the testis is placed there after spermato- 

genesis has begun then degenerative changes arise in’ 
that testis. As spermatogenesis is thought to begin in 

the human as early as the ninth year—although com- 

plete function is rarely reached before the fourteenth 

year—the authors consider that there is no reason for 

treating patients before their ninth year, but that it is 

unwise to postpone treatment until after the age of 

13, when atrophy is beginning to take place in the . 
undescended testis. Although recently there have been 
reports to the effect that the majority of undescended 
testes will descend spontaneously before or at puberty, 
it would seem that, as hormone therapy is so simple 
and so lacking in harmful effects in older children, it 
should be instituted before atrophy begins in the un- 
descended organ—that is, between the ages of 10 and 
13 years. 


ROAD ACCIDENTS IN CANADA 


The toll of the roads is by no means a problem confined 
to this country. Anyone might expect that in the 
Dominion of Canada, with its enormous area and com- 
paratively small population, there would be Jess con- 
gestion of traffic and consequently fewer road accidents 
than in England. Nevertheless the problem there 
seems to be almost as acute as it is here. The most 
recent statistics, according to an able analysis by Dr. 
A. Hardisty Sellers, show that fatal accidents of all 
kinds, not only on the road, account for more than 
5 per cent. of the total mortality in Canada. Of these 
fatal accidents transport accidents comprise 26 per cent. 


2 Amer. Journ. Dis. Child., September, 1935, p. 649 ; December, 
1935, p. 1429. 

* New York State Journ. Med., January 1st, 1936, p. 15. 

* Canadian P. H. Journ., March, 1936, xxvii, 125, 
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The curve of mortality is only just below our own. 
There is a much higher proportion of deaths to injuries 
_1 in 17, as against the 1 in 30 in England and Wales 
_and Dr. Sellers suggests that some of the discrepancy 
may be due to differences in reporting, or to the heavier 
ears in use in Canada. The pedestrian has borne the 
prunt of the onslaught—44 per cent. of fatalities and 
35 per cent. of injuries: about four times as many 
deaths occurred in pedestrians and passengers taken 
together as in drivers. Again, 44 per cent. of all 
deaths and 33 per cent. of all injuries were the result 
of collisions with pedestrians, upon whom much of the 
responsibility rested for these disasters. No fewer than 
93 per cent. were children playing in the street ; one- 
half of the pedestrians killed were crossing between 
intersections or against signals, walking on highways, 
or coming from behind parked vehicles. Dr. Sellers 
draws the conclusion that pedestrians are, on the whole, 
too optimistic and irresponsibie in their conduct on the 
road. A high proportion of accidents—13 per cent. of 
deaths and 16 per cent. of injuries—took place at street 
intersections where there were no signal lights. The 
sex-specific table is interesting: it shows that women, 
after correction for number, are involved in only one- 
third as many accidents as men. It is of course true 
that, before these figures could be accepted as a true 
comparison, they should be corrected for age, miles 
travelled, occupation, and other factors, but Dr. Sellers 
does not consider that the wide difference can be 
accounted for on these grounds alone. The _ table 
“ Action of Driver ’’ gives some idea of why most 
motor accidents happen: 32 per cent. are attributed 
to excessive speed and 25 per cent. (a surprisingly high 
figure) to driving on the wrong side of the road. 
Cutting-in and passing in dangerous circumstances 
account for only 4 per cent. and 2 per cent. respectively. 
Experience is by no means a cure for accidents, for 
78 per cent. of the drivers had been driving for five 
years or longer. Among the factors of causation Dr. 
Sellers enumerates the condition of the vehicle, the 
driver, and the roadway, and accident-proneness ; he 
believes that the most promising means of prevention 
are safety education and strict enforcement of traffic 
regulations. He does not think that enough is yet 
known to assign a precise place in a prevention scheme 
to physical examination and psycho-physical selection 
tests. The statistics show only a small proportion of 
cases in which the vehicle was defective—7 per cent.— 
the most important defects being faulty brakes and 
glaring headlights. The figures in this country are 
much the same, but some authorities, notably the 
Institute of Consulting Motor Engineers, are convinced 
that the proportion of vehicles in dangerous condition 
is really much higher. In 1928° the Toronto Police 
Department made a ‘‘ drive’’ to discover how many 
cars really had reasonably efficient brakes ; they tested 
8,000 vehicles and found defective brakes in no less 
than 81 per cent. Next year, significantly, the figure 
came down to 19} per cent., and in 1930 to 10} per 
cent. The number of accidents in the city was reduced 
by 50 per cent. It would be interesting to see the 
results of similar energetic local action in other large 
centres. 


® Journ. Inst. Consulting Motor Engineers, 1934, iii, 67. 


DEGENERATIVE ARTHRITIS 


Nichols and Richardson in their classical work on 

arthritis preferred the term ‘‘ degenerative arthritis ’’ 

to “hypertrophic arthritis,’ which is the general 

American usage, and to ‘“‘ osteo-arthritis,’’ the term 

chiefly adopted in this country, thus emphasizing the 

essential character as they saw it. Finality in classifica- 

tion and nomenclature is still far from being reached, 

but evidence in support of the degenerative basis of 

osteo-arthritis is overwhelming. Recently Bauer and 

Bennett’ made an exhaustive study of knee-joints from 

normal individuals without symptoms of jeint disease. 

Six joints from persons in each decade of life, from 

the first to the tenth, were collected and examined. 

Degenerative changes were found to be present as early 

as the third decade, increasing with advancing years. 

The earliest changes cannot be detected radiographic- 
ally, nor are they accompanied by any symptoms. 

Beadle,* from similar observations of the vertebral 
disks, states that the spine is the first organ in the 
body to undergo the degenerative processes of age, 

finding these present in the third decade. It is evident 
that wear and tear due to locomotion ‘in the upright 
posture, with its attendant jars and strains, sets up 
organic changes earlier in life than has hitherto been 
recognized in the spine, hips, knees, and the great 
toe—as shown by the incidence of gout there. The 
age at which the earliest changes occur will obviously 
depend on the quality of joint tissue, and this in turn 
upon racial and familial conditions as well as occupa- 
tion. Degeneration of cartilage is therefore to be 
regarded as physiological ageing and only becomes a 
disease if accelerated by other factors. Haden and 
Warren® have studied these accelerating factors in fifty 
consecutive cases of osteo-arthritis—eight males and 
forty-two females—ranging in age from 34 to 69. 
Foci of infection were present in 42 per cent., which 
at these ages is probably a proportion no greater than 
would be found in the general population. The 
incidence of overweight was striking, 62 per cent. of 
the subjects being heavier than was normal for their 
age and height. The authors correlate overweight with 
a lowered rate of metabolism: 84 per cent. of the 
whole group had a basal metabolic rate below the 
normal average for their age. Other factors probably 
speeding up the degenerative process were over-eating 
and constipation, present in 60 per cent. In 28 per 
cent. the colon was aionic and redundant often to a 
marked degree. Evidence of hypothyroidism was 
common. Of the females 19 per cent. were still 
menstruating at the time of onset of symptoms ; in 
36 per cent. the onset was coincident with the meno- 
pause ; and in 45 per cent. the symptoms appeared 
after the menopause was over. The circulatory factor 
is of importance: arteriosclerosis and raised arterial 
tension exercise a considerable effect on the nutrition 
and repair of the cartilage, but one which is difficult 
to evaluate statistically. The effect of physical strain 
and trauma of various kinds is generally recognized 
and need not be dwelt upon: it is shown chiefly in two 
distinct directions—the development af osteophytes, 


1 Journ. Bone and Joint Surg., 1926, xviii, 1. 
2 The Intervertebral Disks, 1931. 
* Journ. Lab. and Clin. Med., 1936, xxi, 448. 
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especially at the point of attachment of ligaments and 
tendons, the result of intermittent tension ; and the 
fibrillation of cartilage going on to erosion and _ ulti- 
mately eburnation from the direct effect of trauma or 
excessive wear and tear. The extent of both will 
largely depend on the accelerating influences at work. 
The need for further study of the metabolism of normal 
cartilage and other joint structures is evident, and 
important work on these lines has already been started 
in this country. This is a new line of attack on the 
problem of arthritis, and one that has hitherto been 
unaccountably neglected. 


TRAVELLING SCHOLARSHIPS 


We publish this week at page 956 an announcement 
by the Medical Research Council on the subject of 
travelling fellowships for the academic year 1936-7. 
It may be recalled that in its last annual report the 
Council discussed at some length the success which had 
attended the arrangement whereby Rockefeller fellow- 
ships in this country were for many years awarded 
by it, and expressed regret that this system had come 
to an end through a fundamental change in the policy 
of the Rockefeller Foundation. Some hope was held 
out, however, that with the co-operation of other 
bodies something might be done to fill this gap in the 
national system of higher medical education. The 
announcement shows that it will be possible to award 
in the near future at least three fellowships in medical 
science, including clinical medicine and surgery, one 
of these being provided by the trustees of the late 
Lord Leverhulme for award on the Council’s nomina- 
tion. There will, in addition, be the usual Dorothy 
Temple Cross research fellowships in tuberculosis, and 
the Council will be able to recommend candidates for 
special fellowships in psychiatry and neurology, 
including neuro-surgery. 


PROGRESS OF CREMATION 


At a conference of burial and cremation authorities in 
1932 Oscar Ovden, editor of the Swedish magazine 
Ignis, outlined the stages of development in the modern 
cremation movement from its birth three hundred 
years ago. He divided them into five epochs, starting 
with the Utopian or dream phase, represented by Sir 
Thomas Browne in Hydriotaphia. Next came the 
project phase, when Walker, John Simon, and Edwin 
Chadwick revealed the dreadful condition of church- 
yards and burial grounds in their day, which led to 
the passing of the burial laws in 1855. The reality 
phase saw the formation of cremation societies in 
various parts of Europe, including the English society 
founded by Sir Henry Thompson in 1874 with strong 
support from the British Medical Journal. The fourth, 
or tradition-forming phase, was marked in its early 
days by the building of crematoria in Italy and 
America, and by the struggle against public prejudice 
and organized opposition from various quarters, which 
was followed by the legalizing of cremation in England, 
and its recognition as an efficient substitute for earth 
burial in Northern and Central Europe. Mr. Ovden 
ended his survey by visualizing a fifth epoch, the 
achievement phase, in which education is all that is 
needed for full fruition. Recalling this forecast m 


its report for 1935 the council of the Cremation Socie 
declares that we are now entering the fifth epoch, 
During last year 9,614 cremations were carried out jn 
Great Britain, compared with 8,337 in 1934, and 539 
new members joined the society. Five new crema. 
toria have been opened, or are in course of construction, 
and thirty-four local authorities are considering this 
provision. Progress has been made, too, in the Setting 
up of a national Council for the Disposition of the 
Dead, of which organization Lord Horder has accepted 
the presidency. Another important step was a change 
in the society’s constitution to allow it to conduct the 
business of industrial assurance, so that the wage- 
earning Classes may be able to provide for cremation 
by means of small weekly payments spread over a 
limited period. 


ROLL OF BIO-PHYSICAL ASSISTANTS 


The Board of Registration of Medica] Auxiliaries has 
now been incorporated, and will establish a register of 
those engaged in services ancillary to the work of the 
medical profession. It is proposed that this register 
shall be known as the National Register of Medical 
Auxiliary Services. Admission to the roll will be con- 
fined to persons possessing qualifications granted by 
the qualifying bodies represented on the Board, subject 
to certain conditions, including one that they will not 
treat any patient except under the direction and control 
of a registered medical practitioner. At present the 
Society of Apothecaries, the Chartered Society of 
Massage and Medical Gymnastics, the Society of 
Radiographers, and the British Medical Association 
are represented on the Board. Pending the establish- 
ment of a comprehensive roll of medical auxiliaries, we 
publish this week as a Special Supplement the complete 
list of names on the Register of Bio-Physical Assistants, 
revised to March 3list. The entries in Part I are 
arranged in alphabetical order, with postal addresses ; 
in Part II the names are regrouped geographically. 
Since the British Medical Association was primarily 
responsible for the setting up of this register, we hope 
that members will preserve the Supplement and send 
their patients who require treatment by light and 
electricity to technicians holding the diploma. 


CONFERENCE OF THE NEW ZEALAND BRANCH 


The biennial Conference of the New Zealand Branch 
of the British Medical Association will be held in 
Wellington (N.Z.) in February, 1937, under the 
presidency of Mr. T. D. M. Stout, D.S.O., O.B.E., 
M.S., F.R.C.S. The dates set aside for the Conference 
are February 23rd to 26th. The following sections 
have been constituted: Medicine, Surgery, Ophthalmo- 
logy and Oto-rhino-laryngology, Obstetrics, Radiology, 
Pathology, and Bacteriology. Members of the Asso- 
ciation are cordially invited to be present. Further 
particulars can be obtained from the Conference secre- 
taries: Dr. J. L. R. Plimmer, 192, Willis Street, 
Wellington, or Dr. J. O. Mercer, pathologist, 
Wellington Hospital. 


We much regret to learn that Dr. A. J. M. Melly, 
leader of the British Red Cross unit in North Abyssinia, 
has died in the British Legation at Addis Ababa from 
a gunshot wound inflicted by an Abyssinian rioter. 
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TREATMENT IN GENERAL PRACTICE 


This article is one of a series on the management of some diseases of the blood and blood-forming organs met 
with in general practice. 


IDIOPATHIC AND SECONDARY 
HYPOCHROMIC ANAEMIA 


BY 


J. F. WILKINSON, Ph.D., M.D., M.Sc., M.R.C.P. 


While the microcytic hypochromic anaemias fall clearly 
into two groups—idiopathic (or primary) and secondary— 
certain features are common to both. ‘Thus there is a 
deficiency or lack of utilization of iron ; achlorhydria 
gastrica is a very common feature ; and the usual signs 
and symptoms of hypochromic anaemia are to be noted, 
in addition to koilonychia, absence of neurological involve- 
ment, and blood changes, which include moderate or 
severe reduction in haemoglobin, frequently slight reduc- 
tion in the number of red blood cells with a consequent 
low colour index, and diminished average size of red cells. 

Idiopathic hypochromic anaemia is the commoner form, 
the so-called Plummer-Vinson syndrome of achlorhydria, 
glossitis, dysphagia, and anaemia being essentially the 
same disorder. Chlorosis, although at one time so com- 
mon in young women, is now rarely seen. 


Secondary hypochromic anaemia closely resembles 


idiopathic hypochromic anaemia in most of its mani- 
festations, but, as its name implies, it is always secondary 
to some definite aetiological factor, to which particular 
attention must be paid when instituting treatment ; hence 
the importance of identifying, where possible, the primary 
cause of the anaemia. In this group we note anaemia 
following dietetic deficiencies (especially of iron-containing 
foods), as in chronic starvation, food faddism, and a too 
rigid uncompensated dietary in the treatment of gastro- 
intestinal ulceration, both without or following operative 
procedures. Hypochromic anaemia due to the last con- 
dition may also in part be caused by impairment of 
absorption of iron, exaggerated by an acquired achlor- 
hydria ; these latter factors may be closely associated 
with the particular development of this type of anaemia 
after gastrectomy or in association with neoplasm of the 
stomach, caecum, and colon. 

The nutritional hypochromic anaemia of infants is seen 
more particularly when the mother also suffers from iron 
deficiency, and this may be linked up in many cases with 
the hypochromic anaemia secondary to pregnancy, which 
closely resembles idiopathic hypochromic anaemia. Preg- 
nancy, however, is usually the precipitating factor when 
the demands of the foetal and maternal blood-forming 
mechanisms cannot be adequately met, owing to a defi- 
cient iron intake and defective iron absorption and 
Utilization. 

Scurvy, pellagra, syphilis, sprue, idiopathic steatorrhoea, 
and chronic phthisis are often associated with a secondary 
hypochromic anaemia, which requires not only anti- 
anaemic therapy, but also the particular specific treatment 
for these conditions. 

Chronic intermittent or continuous haemorrhages from 
the alimentary or genito-urinary tracts (for example, 
hemorrhoids, neoplasm, menorrhagia) often lead to the 
Production of a hypochromic anaemia, of which thé onset 
is so insidious that the gradually falling level of haemo- 
globin is not noticed until the symptoms of anaemia 
become pronounced. 


Search for Causal Factor 


The treatment of both idiopathic and secondary hypo- 
chromic anaemia is essentially the same, and is very 
readily carried out once the diagnosis has been established. 
It is, however, of first importance that no treatment 
should be given until this has been done. Thus the first 
step before beginning the treatment of secondary hypo- 
chromic anaemia is a complete haematological examina- 
tion to determine the type of anaemia, followed by a 
fractional gastric analysis and such further examinations 
for the identification or exclusion of causal factors as may 
be indicated in the clinical examination of the patient. 
Special care must be taken to exclude malignant disease 
of the stomach or colon, particularly when hypochromic 
anaemia is found in males. In this way attention may 
be directed to the treatment of toxic foci (teeth, tonsils, 
etc.), the correction of intestinal stasis, and the localiza- 
tion of sites of chronic haemorrhage. Haemorrhoids and 
chronic gastro-intestinal haemorrhages will call for their 
special treatment, but careful examination of the faeces 
must be made to eliminate the possibility of parasitic 
infestation (for example, ankylostoma duodenale), for 
which, if present, appropriate anthelmintic treatment 
will be given. 

The frequent association of menorrhagia with hypo- 
chromic anaemia often renders difficult the certain differ- 
entiation as to their sequence of onset. The presence of 
severe hypochromic anaemia with glossitis, koilonychia, 
flatulence, dyspnoea, diarrhoea, and achlorhydria suggests 
that the menorrhagia is due to the anaemia ; the induction 
of an artificial menopause is therefore not indicated, since 
with the treatment of the anaemia the loss diminishes in 
proportion to the improvement in the blood picture. The 
anaemia, however, which follows chronic excessive uterine 
haemorrhage calls for gynaecological consideration (hyster- 
ectomy or radium therapy), carcinoma and fibroids being 
common causal factors. After artificial menopause the 


-Tresponse to anti-anaemic treatment is successful. 


Diet 

As has already been indicated nutritional hypochromie 
anaemia may arise from deliberate or accidental errors 
in diet ; accordingly special attention must be paid to 
this factor. 

A full normal mixed diet must be insisted upon, in- 
cluding red meat and other iron-containing foods such 
as green vegetables, especially spinach. It is often ad- 
visable when achlorhydria is present to omit from the 
diet oily and fatty foods, cream, and excessive carbo- 
hydrates, butter being reduced to moderate amounts. 
Since many of these patients are considerably under- 
nourished it is important to ensure that adequate food 
is really available, and extra nourishment must be 
prescribed, when necessary, through the appropriate 
authority. The addition of one teaspoonful of marmite 
daily, as well as of lemon, orange, and tomato juices, is 
of great value, since a deficiency of vitamins, especially 
B, and C, is frequently associated with these nutritional 
defects. (It should be mentioned that certain of these 
patients may be unable to tolerate orange juice, although 
lemon and grape-fruit juices are much appreciated.) 
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lron Preparations 


My remarks so far have applied mainly to secondary 
hypochromic anaemias. In both secondary and idiopathic 
hypochromic anaemias successful treatment depends par- 
ticularly on the administration of adequate amounts of 
iron given in a suitable form and capable of easy assimila- 
tion from the alimentary tract. A large number of iron 
preparations have been tried, but the most satisfactory, 
efficient, and economical ones appear to be the ferrous salts 
and the scale preparation—ferric ammonium citrate. The 
therapeutic efficiency of these preparations is apparently 
due to their ready solubility and the ease with which 
they liberate ferrous ions in such solution. Unfortunately 
ferrous salts themselves are very readily oxidized to the 
less active ferric salts ; some care, therefore, is needed 
in their use if potency is to be maintained, and it must 
be remembered that the sulphate shows a tendency to 
produce gastric irritation in some individuals. 

Of the ferrous salts the most valuable are ferrous 
chloride, ferrous sulphate, and ferrous carbonate (Blaud’s 
pill). Ferrous chloride is the most efficient, probably 
because it is the form into which most of the available 
iron is converted in the stomach before absorption, It 
can be stabilized in various ways, particularly by the 
use of glucose or acid solution, so that as a therapeutic 
agent it is of much value in the treatment of hypochromic 
anaemia. For this purpose I find that a total daily dose 
of 9 to 18 grains of stabilized ferrous chloride (Boots), 
made up into capsules of 3 grains each (that is, one to 
two capsules thrice daily after meals), is sufficient for the 
most severe degrees of hypochromic anaemia. In_ this 
form it maintains its ferrous condition very well. 

Ferrous sulphate in similar dosage—for example, tab. 
ferrous sulphate exsicc. (Glaxo)—may be used. Pil. ferri 
carb. (Blaud’s pill) is also of considerable value in doses 
of 15 to 30 grains thrice daily after meals when freshly 
made: it is often of advantage to crush them _ before 
taking. 

It happens from time to time that a patient is unable, 
from idiosyncrasy or dysphagia (Plummer-Vinson syn- 
drome), to take capsules or pills. In these cases iron salts 
must be administered in solution, and the following may 
be employed: 


R Ferri et ammon. cit. 


Aq. 


or. XXX 

ae ad 31 
3 i three or four times daily. 

It is of considerable importance to appreciate that iron 
must be given in sufficient quantity in order that a satis- 
factory clinical response may be obtained. The required 
dose is large, and may vary with different patients. Thus 
one may respond to 30 grains of ferric ammonium citrate 
three times daily (90 grains in the day), while another 
requires this quantity four times daily (120 grains). In 
like manner the ferrous salts may need some variation in 
individual dosage. Consequently lack of improvement 
after the institution of treatment means cither incorrect 
diagnosis, some complicating or untreated primary con- 
dition, or inadequate iron therapy. In the last case the 
dosage must be increased sufficiently ; this can be done 
with: safety, since large doses are easily tolerated by these 
anaemic patients. Pregnancy, often a factor in the 
development of hypochromic anaemia, does not contra- 
indicate these large amounts ; in fact considerable benefit 
is derived by both mother and foetus—nutritional hypo- 
chromic anaemia of infancy being thus prevented later. 

Nutritional anaemia of infancy* is treated satisfactorily 
by the addition of 44 to 9 grains of ferric ammonium 
citrate daily in the bottle feeds ; this is conveniently 
carried out by supplying the mother with an aqueous 
solution of this compound in appropriate strength, so that 


* A separate article is being devoted to this subject. 


an aliquot proportion, say, 1 drachm, can be measured * 


into the feeds. 

The administration of iron by parenteral injection js not 
considered advisable, since the toxic dose is so ¢loge to 
the maximal therapeutic one. Until there is clear clinica] 
evidence that the addition of copper, manganese, bile, or 
chlorophyll has any marked influence in these patients 
they are best omitted from the treatment. 

Liver and stomach or extracts of them are also quite 
valueless in this type of anaemia, apart from their Possible 
content of iron and vitamins ; they merely subject the 
patient to unnecessary expense and trouble. To q less 
degree many of the mixtures of liver, iron, and other 
metallic salts supplied for the treatment of all kinds of 
anaemias are undesirable, because they usually fail to 
supply adequate amounts of the particular ingredient 
required (in this case iron), and introduce other un- 
necessary ingredients at great cost. 


Other Symptomatic Treatment 
On account of the achlorhydria gastrica many of these 
patients, particularly those with idiopathic hypochromie 
anaemia, suffer from flatulent dyspepsia, occasionally aggo. 
ciated with diarrhoea. Much relief can be obtained from 


the following : 
R Acid. hydrochlor. dil. Mm Xxx 
Syr. aurant. ... Qe 
Glycerin. pepsin. (B.P., 1914) ad 5 ii: 


It is probable that this acid therapy assists to some 
degree in the preservation or formation of ferrous chloride 
from the iron salts used, at the same time aiding its 
absorption. 

Constipation is sometimes associated with hypochromic 
anaemia, and is in no way due to the subsequent iron 
therapy. The bowcls should be regulated by means of 
liquid paraffin, mild salines, cascara, or senna, drastic 
purgatives being avoided. The dysphagia associated with 
the Plummer-Vinson syndrome is of a functional nature, 
and rapidly disappears with improvement in the blood 
count. The passage of bougies is neither indicated nor 
desirable. Blood transfusions are not required in the 
ordinary cases of hypochromic anaemia, except when some 
major operative procedure is a matter of urgency. 

In some patients there may be evidence of thyroid 
deficiency—dry skin, thin dry hair that is falling out, 
and a lowered basal metabolic rate. Small doses (1/4 
grain twice or three times daily) of thyroid gland should 
then be prescribed for a time until a normal condition 
is regained. 

Need for Periodic Blood Counts 

Finally, careful control of treatment is essential. In 
the early stages a full blood count should be done at 
intervals of two weeks if possible, but certainly monthly, 
until a normal count is reached. The haemoglobin per 
centage should show a rapid increase with adequate treat 
ment. When this does not occur the amount of iron must 
be increased, but at the same time a careful re-examina- 
tion of the patient should be made for possible complica 
tions or failure of primary causes to respond to theif 
specific treatments. Sepsis, of course, always tends to 
inhibit normal haemopoiesis, and should be vigorously 
combated. Only when the blood count becomes normal 
should the iron therapy be reduced to, say, 3 grains of 
ferrous chloride or 10 grains of Blaud’s pill daily, and 
finally be discontinued after a further two weeks. Since 
hypochromic anaemia tends to return in many of these 
patients blood counts should be repeated at least evefy 
three to six months, and a course of iron therapy recomr 
menced if so indicated. 

An important point to bear in mind is that a few of 
these patients ultimately show the features of a megalo- 
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cytic anaemia of the pernicious anaemia type, when, of 
e, treatment with iron will no longer be effective, 
i appropriate anti-pernicious-anaemia treatment 
ith stomach or liver will then be required. This must 
always be suspected when a severe anaemia subsequently 
fails to respond to further iron therapy. 
It will often be necessary to continue the hydrochloric 
acid and pepsin mixture so long as the patient complains 
of any gastro-intestinal discomfort. 


Summary 


In the management of patients with idiopathic or 
secondary hypochromic anaemia attention must be paid 
to the following points: 

1. Diagnosis of type of anaemia, clinically and haemato- 
logically, with identification of complications, possible 
rimary causes, and sepsis. 

9. Treatment of causal factors and complications, if any. 
3. Correction of diet —_ iron-rich foods and added 
itami specially B, an 

iron therapy with ferrous chloride 
or sulphate, Blaud’s pill, or ferric ammonium citrate. 
5. Treatment of symptoms of gastro-intestinal disturb- 
ances with hydrochloric acid and pepsin. 

6. Regulation of bowel action. 

7. Careful control of treatment and progress by regular 
blood counts. 

8. Periodical examinations, with further courses of iron 
therapy if required. 


— 
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MINISTER OF HEALTH AT ANNUAL LUNCHEON 


The annual meeting and luncheon of the Institute of 
Medical Psychology was held at the Wharncliffe Rooms 
on May 4th. At the luncheon Sir Kingsley Wood, the 
Minister of Health, was the principal guest, and others 
present were Dr. Alfred Adler, Sir Hubert Bond, Sir 
Walter Langdon-Brown, Dr. A. S. MacNalty (Chief Medical 
Officer of the Ministry of Health), Sir Laurence Brock 
(Chairman of the Board of Control), Lord Snell (Chairman 
of the London County Council), and Sir Ronald Storrs. 

Sir HENRY BRACKENBURY presided over both functions. 
Likening the annual meeting to a meeting of shareholders, 
he said that as chairman of the ‘‘ company ’’ he had to 
report a thoroughly unsound and very unsatisfactory 
financial position, and yet, as the result of the year’s 
work, it was possible to declare a dividend beyond all 
price. The paradox was only to be resolved when it 
was said that the dividend was not to be regarded as a 
percentage financial return on the capital invested, but 
as representing ease of mind to the distressed, a new 
eficiency to the ineffective, and a gain in character to 
the weak of will. The dividend paid by the Institute in 
that kind of coin was beyond all valuation. It was some- 
times forgotten that the Institute was a real hospital, 
with an in-patient department (called a hostel) as well as 
an out-patient department. The lease of the hostel 
premises expired in June of next year; a site had been 
obtained at considerable cost in the neighbourhood of the 
new University buildings in Bloomsbury, and there it 
was proposed to build the hostel, but ten months must 
te allowed for the building, and the council had deter- 
mined that it ought not to start the work until an addi- 
tional £5,000 was in hand, apart from the ordinary 
revenue for the maintenance of the Institute. He appealed 
that this additional sum might be brought into the coffers 
within the next three months. 


Work of the Institute 


Dr. J. R. Rees, the medical director, gave some account 
ofthe work of the Institute, claiming that 55 per cent. 
jal the patients who were accepted for treatment were 
pemanently relieved or cured, and that practically all the 
mainder received some benefit. Moreover, every patient 
mproved was the nucleus of sound preventive work in his 


own home and environment. He also spoke of the friendly 
atmosphere of Malet Place, unhustled and as little institu- 
tional as possible ; but the length of the waiting-list— 
people approved for treatment who had to wait for weeks 
because the financial resources of the Institute were 
inadequate to provide the accommodation and services 
demanded—was a constant burden and anxiety. 

At the luncheon a telegram was sent to Professor 
Sigmund Freud on his eightieth birthday, conveying the 
congratulations and good wishes of all present, and ex- 
pressing admiration for his pioneer work. Sir HENry 
BRACKENBURY said that the means of treatment employed 
at the Institute were embraced under the term ‘‘ psycho- 
therapy ’’ ; the staff adopted what methods or combina- 
tion of methods they pleased, and the Institute was 
attached to none of the particular schools of psychology 
with which some of them had become rather familiar. 
Professor William McDougall was one of their vice-presi- 
dents. Dr. Adler of Vienna was their honoured guest. 
Professor Jung of Zurich not long ago gave them a week 
of lectures and seminars. And they heartily joined with 
the world of psychology in this expression of admiration 
and congratulations to the founder of psycho-analysis. 


Sir Kingsley Wood on Early Treatment 


Sir Kincstey Woop began by referring to the great 
advance in the humane and scientific treatment of people 
who were suffering from mental illness. The Mental 
Treatment Act had been in operation for five years, and 
it was noteworthy that last year the number of rate-aided 
persons who were admitted to treatment in public mental 
hospitals without certification was nearly 30 per cent. 
of the whole admissions. That was a significant and 


gratifying indication of the facilities which were being 


given in that particular connexion. As the facilities were 
increased and the scope of early treatment was enlarged 
there was justification for the hope that at last the pre- 
ventive treatment of mental disorders was beginning to 
be secured. Beyond the field of mental disorders, how- 
ever, there was a large borderland of nervous disorders 
in which the Institute was playing a valuable, indeed an 
indispensable, part. The proper diagnosis and treatment 
of these ailments was essential to the well-being and 
happiness of the individual. Some figures published last 
year by Dr. Halliday of the Department of Health for 
Scotland showed that of 1,000 cases certified as unfit for 
work and examined by a medical referee over 30 per cent. 
were found to be incapacitated my some form of mental 
illness. It was indeed fortunate for the country that con- 
centrated attention was being devoted to the treatment 
of these conditions. He noted that the number of new 
patients treated at the Institute last year was 1,206, as 
against 1,007 the year before. The acquisition of larger 
premises was at once a measure of the need of the work 
and of the optimism of those concerned. He referred also 
to the educational work of the Institute for the general 
practitioner and others. Two aspects of it merited special 
notice. In the first place, it was difficult to over-estimate 
the importance of such training to the practitioner, 
enabling him to detect and treat in their earliest stages 
the forms of mental illness which otherwise might develop 
so seriously for the individual himself and for society ; 
and in the second place he was glad to learn of the in- 
creasing number of medical officers from the mental 
hospitals who had come to the Institute for refresher 
courses. This was one means of mitigating the isola- 
tion with which the medical staffs of the mental hospitals 
of the country were threatened. 

Lord HoLLEeNDEN, joint honorary treasurer, followed 
with a few remarks enforcing the Chairman of Council’s 
plea at the earlier meeting for greater financial support. 
The Institute started as the Tavistock Clinic, and in its 
first year (1920) it had 248 patients ; in 1932 it had over 
700, and in 1935 over 1,200. To-day seventy doctors 
were giving some 500 treatments a week. The average 
cost per interview was 8s. 34$d., and the patient’s contri- 
bution represented about one-third of that amount. He 
went on to speak of the proposed new buildings of the 
Institute in Store Street, Bloomsbury, to which some 
reference was made in a summary of the annual report in 
last week’s Journal (p. 901). 
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RADIOLOGY IN THE MEDICAL CURRICULUM 


RADIOLOGY IN THE MEDICAL CURRICULUM 


As changes in the medical curriculum are at present being 
considered by the General Medical Council, the Section of 
Radiology—acting on the authority of the council of the 
Royal Society of Medicine, appointed a subcommittee to 
consider the place of radiology in the medical curriculum, 
consisting of Dr. F. M. Allchin, Mr. J. F. Carter Braine, 
Mr. Rock Carling, Dr. N. S. Finzi, Professor F. R. Fraser, 
Dr. F, Hernaman-Johnson (chairman), Dr. G. Harrison 
Orton, Dr. Russell J. Reynolds, Dr. C. G. Teall, Dr. 
E. W. Twining, and Dr. Douglas Webster. 

The report which the council of the Section of Radiology 
has presented to the council of the Society is as follows. 


Report of R.S.M. Subcommittee 

The subcommittee considers that: 

1. Instruction in the physics of radiation should be given 
in the pre-clinical period. 

2. Radiology should be utilized where practicable in the 
teaching of anatomy, physiology, and pathology. 

3. Instruction in the scope of ¥ rays in diagnosis, and of 
x rays and radium in treatment, should be required during 
the clinical period of the curriculum. That this may be satis- 
factorily accomplished by some of the following methods: 
(a) Combined teaching by clinician and radiologist in ward 
rounds at the invitation of the physician or surgeon. (b) The 
radiologist conducting demonstrations in the #x-ray depart- 
ment on selected films. Physicians and surgeons should 
attend these demonstrations and take part in the discus- 


sions. (¢) A number of lecture-demonstrations by a_ radio- 
logist being included in the courses of lectures on medicine 
and surgery. (d) The formation of an exhibition of radio- 


graphs illustrating typical cases. 

The actual scheme adopted can best be left to the indi- 
vidual schools to decide upon, but in the opinion of the sub- 
committee a combination of either (a) or (b) with (c) and (d) 
would provide the necessary instruction most satisfactorily. 

The subcommittee does not express any opinion as to the 
precise amount of time which should be spent on the teaching 
of radiology, but would call attention to the very wide 
differences in the time devoted to organized teaching in 
British schools to-day. It also wishes to point out that in 
the English schools such instruction is given in diagnosis 
only, and in others in radiotherapy only ; and suggests that 
any regulations which are framed should specify instruction 
in both these divisions of radiology. 

An appendix is attached reviewing the present radiological 
teaching in England and abroad. 


Appendix to Report 

A summary of special instruction in radiology given to 
undergraduates in this country, in the United States of 
America, and in Sweden is summarized in an appendix 
to the report. 

Radiological anatomy is taught at University College 
Hospital, St. Thomas’s Hospital (one hour daily by #-ray 
assistant), St. Bartholomew’s Hospital (about thirty lectures), 
Guy’s Hospital, Oxford, Cambridge (and with physiology), 
St. Andrews, Dundee, Manchester, and Birmingham. 

Lecture courses in radiology are given at London Hospital 
(weekly through final year, and ward demonstrations), St. 
Mary’s Hospital (eleven lectures.in autumn term, demon- 
strations in x-ray department), Middlesex Hospital (eleven 
lecture-demonstrations in autumn term), Charing Cross 
Hospital (six to eight lectures), St. George’s Hospital (short 
course of lectures and frequent demonstrations), King’s College 
Hospital (three or four introductory lectures, supplementary 
course later), St. Bartholomew's Hospital (three lectures in 
therapy only), Guy’s Hospital (eight lectures in diagnosis 
only), Liverpool (eleven lec{fire-demonstrations), Manchester, 
Leeds, Durham (six lectures each term), Dundee (occasional 
lectures, with clinical medicine course), Glasgow (twenty 
meetings and demonstrations), and at Birmingham. 

Attendances in x-vay departments are compulsory at Charing 
Cross Hospital (three months as clerk), Royal Free Hospital 
(one month as clerk), University College Hospital (a fortnight 
as clerk), and at Westminster Hospital (twelve attendances). 


At St. Thomas's Hospital there are demonstrations, and 
the Middlesex Hospital clerks are appointed. . 
United States of America.—There are fifty-three Class 4 
medical schools in America. In about half of these instruc. 
tion in radiology is given in the second year (average te, 
hours), with anatomy and physiology ; in 80 per cent in 
the third year (average thirty hours), a general exposition of 
roentgenology ; in 98 per cent. in the fourth year (average 
twenty-five hours), clinical applications. (In 42 per cent, 
laboratory courses are given in addition to the lectures.) 
Sweden.—Compulsory course, one term in x-ray diagnosis 
(about twenty hours, —lecture-demonstrations), Optional 
course, for eighth- to tenth-year students: two month 
course (about forty-four hours, x-ray diagnosis and x-Tay and 
radium therapy). 


MEDICAL RESEARCH COUNCIL 
TRAVELLING FELLOWSHIPS 
The Medical Research Council invites applications for the 
following Travelling Fellowships for the academic year 1936-7, 

1. In Medical Science (including Clinical Medicine and 
Surgery).—Medical Research Council Travelling Fellowships 
(two or more), to be awarded by the Council. Leverhulme 
Travelling Fellowship (one), to be awarded on the nominatiog 
of the Council. 

2. In Tuberculosis.—Dorothy Temple Cross Research Fellow. 
ships (up to four), to be awarded by the Council from the 
special endowment of which they are the trustees, 

3. In Psychiatry and Neurology (including Neuro-surgery), 
—Fellowships to be awarded on the recommendation of the 
Council. 

Candidates who are eligible under the second and _ third 
heads will, as a rule, not be considered under the first head, 
Completed applications must be lodged by June Ist, 1996, 
The awards will be made to suitably qualified British subjects 
of either sex who have had some iraining in research work 
in the medical sciences and are likely to profit by a period 
of work at a University or other approved centre in another 
country before taking up positions for higher teaching or 
research in the United Kingdom. Fellowships under the first 
and second heads will each carry a stipend of £400, with an 
expenses allowance in addition. Fellowships under the thitd 
head are subject to different regulations but are of approx: 
mately equivalent total value. 

Inquiries for further infofmation and forms of application 
should state the type of Fellowship sought, and should be 
addressed to the Secretary, Medical Research Council, $8, Old 
Queen Street, Westminster, S.W.1. 


BRITISH ASSOCIATION MEETING, 
BLACKPOOL 1936 


The 105th annual meeting of the British Association for the 
Advancement of Science will be held at Blackpool from 
September 9th to 16th, under the presidency of Sir Josiah 
Stamp, and the preliminary programme has now been issued, 
The presidential address on the first day will deal with the 
impact of science on society. There wili be thirteen sections: 
mathematics and physical science ; chemistry ; geology; 
zoology ; geography ; economic science and statistics; 
engineering ; anthropology ; physiology ; psychology ; botany; 
education ; agriculture. Professor R. J. S. McDowall will 
deliver the presidential address in the section of physiology 
on integration of the circulation, and there will be papers and 
discussions on fatigue in industry, climate and_ health, the 
strain of modern civilization, and the physical basis of living 
matter (jointly with the section of chemistry). : 

An attempt is being made to provide a more systematic 
presentation of certain subjects of scientific investigation 
which bear more directly on the life of the community. 
Such subjects will include trends in modern physics, chemistry 


and the community, economic problems in Lancashire, the 


uses of fungi, and the social and cultural values of science. 


Inquiries should be addressed to the secretary, British Asso}j 


ciation, Burlington House, W.1. There has also been issued it 
pamphlet form a Five Years’ Retrospect (1931-5), illustrating 


by examples the perennial activities of the British Associatiom 


which arise from, or are supplementary to, its transactions, 
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OTOLOGY AND RHINOLOGY 


vT tions of Otology and Laryngology of the Royal 
Be of Medicine held meetings on May Ist, under the 
chairmanship of their respective presidents, Mr. HaroLp 
Kisco and Mr. LioneL COLLEDGE. Both Sections were 
addressed by Dr. G. V. TH. BorriEs of Copenhagen, who 
took part in a discussion on headache, reported below, 
and read a paper before the otologists on diagnostic 
roblems in otogenous intracranial comp‘ications. — In 
this he drew attention to some neglected points in differ- 
ential diagnosis in otological endocraniology. Respiratory 
paralysis was often mistaken for angina or for laryngeal 
spasm. Post-narcotic nystagmus could be taken for 
a labyrinthine or endocranial nystagmus. The differential 
diagnosis of abscess of the brain and uncomplicated 
meningitis was often possible by aid of the ‘‘ contrast 
syndrome,’’ the benign course of the spinal fluid symptoms 
contrasting with the severe course of the other clinical 
symptoms. Finally he suggested that non-suppurative 
otogenous encephalitis should be regarded as a separate 
endocranial complication. This disease was characterized 
by the syndrome “* abscess symptoms without abscess.”’ 


The Prescribing of Hearing Aids 


Mr. TERENCE CAWTHORNE brought forward the subject 
of the prescribing of hearing aids. He said that no branch 
of otology had received less attention, with the result 
that deafened patients had turned elsewhere, attracted 
by extravagantly worded advertisements, the cost of 
which was reflected in the price they had to pay for 
their appliances. | No wonder that such persons were 
often ready to sacrifice efficient performance for pleasing 
appearance, and the vendors of the appliances to fill 
their pockets by flattering the patient’s eye at the expense 
of the patient’s ear. An aid to hearing was advisable 
when the hearing defect was such that, despite treatment, 
normal methods of communication were impossible or 
irksome. The actual prescribing of a hearing aid was 
largely governed by the nature and extent of the hearing 
defect, the type and performance of the hearing aid 
available, the personal feeling and the pocket of the 
patient, and the main use for which the aid was intended. 

The complete solution of the many complex problems 
presented by the correction of a hearing defect was not 
possible in the present state of knowledge, but the inven- 
tion of the thermionic valve had so increased the range 
of amplification of sound that already a great increase 
in the efficiency of hearing aids had been brought about, 
and it was not beyond the realms of possibility that as 
good results would presently be attained in prescribing 
hearing aids as were already achieved in prescribing aids 
to vision. Unfortunately there was not at the moment 
any standard of performance of hearing aids for the 
guidance of the otologist or the safety of the patient. 
The greatest service the otologist could offer the incurably 
deafened patient was to guide him in the choice of a 
hearing aid. 


Measurement in Decibels 


Some clearly understood unit of hearing loss must be 
empioyed in order to facilitate understanding between the 
prescriber and the dispenser. At present the most 
favoured unit was the decibel. A decibel represented 
Toughly the smallest increase in sound intensity that 
coud be appreciated by the human ear under normal 
conditions. It was a logarithmic unit—that is to say, 
10 decibels corresponded to a tenfold increase in sound 
Intensity, 20 decibels to a hundredfold increase, and 30 
The level for conversation 
i everyday surroundings was about 55 decibels. The 


method of estimating the hearing capacity both for speech 
and for the audible range of pure tones should lend itself 
to accurate reproduction so that any improvement in 
the range of hearing with one or more aids might be 


measured. The advantage of the audiometer over the 
tuning-fork was that its output could be raised, kept 
constant, or decreased at will, and it was capable of 
accurate measurement. It was far quicker and far more 
accurate than the tuning-fork for measuring hearing 
capacity for pure tones. In addition to the routine tests, 
special speech articulation tests, consisting of single 
syllables chosen to accentuate certain vowels and con- 
sonants, were of great value in determining the efficiency 
of an aid. The actual choice of words for a speech test 
was apt to depend rather upon what the individual oto- 
logist had been able to memorize, and it by no means 
followed that it included all speech sounds. Monosyllabic 
words should be employed, each of which had been chosen 
to accentuate a different vowel or consonant. All cases 
of pure middle-ear deafness could derive benefit from an 
aid. In cases of deafness where there was less than 50 per 
cent. of cochlear function, the degree of amplification 
required of an aid would be such that its intensity would 
approach the upper thresho!d of hearing, and confusion 
and discomfort would result. 


Electric and Non-electric Aids 


Hearing aids were of two kinds, non-electrical and 
electrical. The former class consisted of horns, auricles, 
and speaking-tubes. These served as collectors and con- 
ductors and occasionally resonators of sound waves, and 
so brought the source of sound nearer the ear. Their 
power of amplification was limited, but their chief attrac- 
tions were low cost, freedom from distortion and adventi- 
tious sounds, and non-necessity for expert attention. The 
care and upkeep required in the case of valve aids was 


-often greater than the patient could afford. A _ battery 


set required a new battery fairly frequently ; a valve set 
not only required a new battery, but the accumulator 
called for at least weekly attention. In the matter of 
upkeep the non-electrical aid scored every time. The 
electrical aid consisted ‘essentially of a microphone, an 
amplifying circuit, and a receiver. In the popular tele- 
phone type, a carbon-granule microphone was used with 
a small dry cell and amplifier. The receiver might be 
designed for air or bone conduction. The drawback to 
this type was the difficulty of keeping the microphone 
free from distortion and adventitious noise, a disadvantage 
overlooked by many because of portability and relatively 
low cost. The use of valve amplification by increasing 
the range of microphones available and by its wide 
range of power made faithful and noiseless amplification 
possible, and the performance of such an aid surpassed 
anything else. At the moment its use was limited by 
its size, initial cost, and the upkeep. It was to be 
hoped that the increased use of hearing aids would result 
in a lowering of price. 

The most difficult factor was the patient himself. The 
size of the aid was his main concern. Every patient, 
not unnaturally, wanted his set to be as inconspicuous 
as possible. Unfortunately, the efficiency of an aid was 
in direct proportion to its size. As for the object of the 
aid, for individual speech a speaking-tube or trumpet 
was usually adequate. For general conversation or for 
public speech a valve aid was by far the best. If the 
patient needed the aid to listen to one particular voice 
it was important to take into consideration the pitch of 
that voice when prescribing the aid. A hearing aid 
department should be essential to every well-equipped 
otological clinic, and now at least with the methods 
available it was possible to reclaim an increasingly large 
proportion of deafened patients from the awful world 
of silence. 


Headache Associated with Nasal Disease 


Dr. G. V. Tu. Borrtes, who opened the discussion on 
this subject, spoke of cases of rhinogenous headache 
without sinus disease, caused by a pathological state— 
one of hyperaemia and increased sensibility—of the 
mucous membrane of the region of the middle turbinate 
bone. This headache was often neglected by physicians, 
who believed that the normal x-ray picture excluded a 
nasal origin of the headache. Such a type of rhinogenous 
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headache was intimately connected with mya!gic mani- 
festations in the occipital region ; these often dominated 
the whole picture. He believed that this type was often 
more important than headache associated with sinusitis. 
The pathogenesis of different cases might vary, and no 
doubt there were frequently coincident causes. Relief 
might be obtained by dilatation with a cocaine tampon 
introduced in the vicinity of the middle turbinate. Severe 
cases often required operative intervention, and this might 
be followed, after a proper interval, by physical treatment, 
including warm baths followed by a shower, and exercise 
in the open air. Conjunctivitis might run parallel with 
rhinogenous headache. 

Mr. F. J. CLeminson discussed pain due to disorders 
of the sinuses and the mode of spread of such pain, for 
example, from a tooth, as compared with pain in acute 
sinus involvement. Commonly the pain in each sinus 
or group of sinuses seemed to select certain areas which 
came to be associated with it. Apparently no observer 
had encountered all the distributions which might occur, 
and no single account contained the whole truth. The 
speaker dealt first with inflammation of the maxilary 
antrum. In none of the textbook descriptions he had 
consulted was pain in the ear given as one of the chief 
symptoms, yet referred pain in the ear was very frequent. 
It was common knowledge how frequently pain in the 
teeth was referred to the ear. It was more difficult to 
explain the irradiation of pain into the neck, arm, and 
fingers. Frontal sinus pain was probably more true to 
type than any other, but it could be simulated by the 
pain in antral disease. A very interesting and _ baffling 
pain was that in the occipital region, sometimes described 
as myalgia, and very familiar to them all. His efforts 
to find an explanation for it had been unavailing. 


Submucous Resection 


Mr. Gavin Youns said that in the majority of cases 
under discussion the symptom of headache was referable 
to the size and position of the middle turbinal, and to 
the state of the turbinal mucosa, suppurative sinusitis, 
and an allergic congestion of the middle meatus. Disturb- 
ance of function or structural deformity in the upper 
part of the nasal cavity was much more commonly asso- 
ciated with headaches than any entity of disease which 
manifested itself in the lower part. This was because: 
first, of the narrower air channel in the upper part, and, 
secondly, the fact that the sinus communications were 
all in the upper part of the nose. The causes of general 
vascular engorgement of the mucosa of the middle 
turbinal region were two in number: infective, and hyper- 
sensitive or allergic. Although it was often said that 
they operated unnecessarily, there was no case more 
suitable for submucous resection than the high deviation 
which obstructed the sinus drainage. As for the so-called 
vacuum headache, he held no brief for its existence, 
but certainly it was not necessary to postulate the 
presence of suppurative sinus disease. In headache of 
the type just described submucous resection with the 
freeing of the middle meatus gave in many cases a satis- 
factory result. Headache in chronic antral disease was 
not of the severe type associated with acute antral 
empyema. It was due rather to the chronic congestion 
of the middle meatus or to the toxaemia accompanying 
the condition. His preference was for the Ca‘dwell-Luc 
operation over antrostomy in the treatment of antral 
disease. This operation permitted a view of every part 
of the cavity, leaving intact the mucosa, and led with 
adequate drainage to speedy recovery. The use of the 
vertical incision of W. S. Syme had many advantages 
over the horizontal incision. 


Conservative Sinus Operations 


He went on to make some comments on conservative 
technique in frontal sinus operations. Many types of 
procedure had been evolved, from which it was to be 
inferred that no wholly satisfactory operation was yet 
forthcoming. The determining factor in the type of treat- 
ment would probably be the severity of the headache ; 


Other considerations than the purely surgical entered 
into this question. Another factor causing Congestion 
in the upper part of the nose was allergy. In a Certain 
proportion of cases no structural deformity or 
lesion could be made out. The possibicity of Tapid 
turgescence in the middle meatus must not be Overlooked, 
and the nasal mucosa should be tested for hypersensitive. 
ness. As to the treatment’ of this manifestation of 
allergy he had nothing to contribute save to emphasize 
the ineptitude of a treatment that was purely surgical 
A type of headache in the treatment of which he had 
to confess failure was that found in a large proportion of 
cases of atrophic rhinitis. These headaches were po 
necessarily the results of sinusitis. With regard to recur. 
ring facial pain of possible functional origin, too often 
dealt with operatively by the rhinologist, in a recent 
leading article in the British Medical Journal it was stated 
that such cases provided a rich harvest for the throat 
and nose surgeon, in many cases the septum being resected 
or the antrum operated on, with an entirely unsatisfacto 
result. It seemed a pity that this stigma should be 
allowed to rest on the general body of surgeons in this 
specialty, but no doubt there was some justification for 
it. The rhinologist knew well the type of patient in 
dicated—a patient, not always female, who might perhaps 
have a deviation of the septum and even a mild degree 
of sinusitis, but in whom, after close questioning, a 
psychogenic basis for the condition was suggested. 


Ethmoidal Sinus Infection 


Mr. Herpert Tittey said that one point which had 
not been stressed, but occurred very often in practice, 
was the early stage of the ethmoidal sinus infection fre. 
quently causing headache. The mucous membrane was 
red and sensitive, not only to touch, but to the inhalation 
of cold air, and the referred pain was in the lower fore- 
head. If a case such as that were seen a year later 
probably the mucous membrane would have become 
granular, possibly covered with a little thin crust, and 
still later it might be found that small polypoid granula- 
tions or even actual polypi were beginning to form. He 
believed these cases were due primarily to infection of the 
muco-periosteum. That was a possibility that ought to 
be kept in mind when examinations were made and the 
appearance was slightly suspicious. He was sure from 
his experience that these cases of headache or face-ache 
that recurred after radical operation had been done on 
the sinuses were often due to superficial infection in the 
bone. 

Dr. Rosa Forp mentioned a case of headaches and 
retrobulbar neuritis due to closed sinusitis, which had 
been diagnosed by testing the fields of vision and relieved 
by drainage without operation. It was the case of a 
woman who had suffered from severe headaches for thirty 
years and from failing sight for seven years, finally 
becoming too blind for work. There were no symptoms 
of sinusitis, and although the septum was resected 
empirically and the right antrum, on which * rays threw 
suspicion, was irrigated, no clinical evidence was found. 
The case was regarded as hopeless, but the blindness 
threw any continued search for a cause on the eye 
surgeon, and the extreme contraction of the fields of 
vision led to a diagnosis of sinusitis with no outlet into 
the nose for its exudation. On this diagnosis the patient 
was admitted and treated mainly by inhalations of friars 
balsam three times daily, with daily packs of argyrol 10 
per cent. in glycerin and water. This was successful im 
promoting free drainage, and after seven weeks she Was 
discharged, free from headaches, with sight restored. 
After three months’ treatment she returned to woth 
and now, six years later, the recovery had proved per 
manent. The speaker showed field charts of this cas 


The point of interest, she said, was that the diagnosis 


the sex and age of the patient would have some : hac 
also. Female patients under 60 would probably it fine 
recurring headaches rather than submit to the deform Ha 

of an operation. He himself had found too oftea a : 
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i scure for so many years and was made 
of vision, the resolution was so 
yas and a permanent result was obtained without 
eetion She pleaded that, for the sake of earlier diag- 
in ‘such cases, ophthalmologists and rhinologists 
-operate. 
F. PicKWoORTH showed some 4-ray pictures 
illustrating swelling of the sphenoidal sinus membrane 
occluding the ostium and causing headache. He empha- 
sized the importance of taking the radiographs during 
the actual period of the headache itself. 


TESTS FOR DRUNKENNESS 


ting of the Manchester Medicai Society on April 
aah Dr. ARNOLD GreGory in the chair, Dr. BLENCH 
read a paper on tests for drunkenness. EY ; 

He dealt first with the various investigations into the 
question of blood alcohol by workers here and abroad, 
and referred to the simple method evolved by Professor 
Nicloux for the estimation of alcohol in 10 c.cm, of blood, 
Personal experiments were cited, and those of other 
workers. The correlation of alcohol content of the blood 
with the clinical conditions was quoted ; thus 2 in 1,000 
parts was to be considered an abnormal condition, 3 to 4 
in 1,000 marked intoxication, while 5 in 1,000 was found 
in a comatose condition. A series of graphs were shown 
to indicate the rate of absorption and elimination in blood 
and urine. One illustrated the effect on the alcoholic 
content of ‘‘ just one more.’’ The estimation of the blood 
alcohol figure on the Continent was almost entirely con- 
cerned with post-mortem investigation. Dr, Gregory re- 


marked that the legal aspect of the question covered the 


law in regard to drunkenness before and after the advent 
of the motor car. The alteration by the Road Traffic Act 
of the condition of drunkenness to one of ‘‘ under the 
influence of drink ’’ had left equal possibilities of legal 
argument. The latitude of the defence and the necessity 
of strict impartiality in the prosecution were pointed out. 
Protection was afforded to the accused by the law which 
placed attempts to obtain material for examination in the 
category of assaults on the person. In France anyone so 
offending would be liable to a fine and imprisonment from 
two to three years. In his clinical considerations the 
speaker referred to the investigations of Dr. Fogg in 
Copenhagen. He thought that a few simple observations 
of gait, speech, and co-ordination with a physical exam- 
ination were sufficient to arrive at a conclusion. The 
examiner should confine himself solely with the man’s 
condition, and not consider the circumstances of his arrest, 
save as forthcoming from the man himself—and then only 
to estimate his appreciation of such circumstances. The 
alleged difference of opinion among doctors was usually 
due to the transient nature of the symptoms and lapse 
of time. Personal experience had shown a remarkable 
capacity for recovery in many cases. Shock and alcohol 
counteracted each other, and in injury usually one or the 
other predominated where alcohol had been taken. The 
law enjoined that any doubt should be given in the proper 
quarter, but the speaker thought that it would be inter- 
esting if the cases he had not certified were proceeded 
against and judged by persons competent to review the 
whole circumstances. 


The Annual Epidemiological Report published by the 
Health Section of the League of Nations sets forth the 
corrected statistics of notifiable diseases in various coun- 
tries for the year 1934. The report also contains a list 
of deaths from unknown or ill-defined causes in various 
countries from 1911 to 1934 inclusive, the specific and 
standardized rates of mortality by age and sex for various 
Periods according to the country, but as far as possible 
from 1930 to 1932, the general death rate in large towns 
from 1932 to 1934, the infant mortality and birth rate 
from 1931 to 1934, deaths from specific causes in large 
towns from 1932 to 1934, and the mean temperature of 


the air and the rainfall in millimetres in the large towns 
for 1934. 


CORRESPONDENCE 


The Deaf and the Blind 


Str,—I am interested in the suggestion made in your 
leader columns of April 11th last (p. 757) that an inquiry 
be made into the psychological contrasts between the 
deaf and the blind. Lifelong association with the deaf, 
as children and adults, including twenty-nine years with 
the blind of all ages, has led me to know that these 
contrasts are very great. The loss of sight imposes 
serious physical handicaps in activity and industry, but 
it leaves mental and social possibilities unimpaired. The 
blind are welcomed everywhere, and can take almost 
any position in life. The loss of hearing leaves physical 
aptitudes untouched ; but it definitely separates from 
ordinary intellectual and social activities. It isolates 
man from man and hinders the higher things of life on 
which true human happiness depends. Most people shun 
the deaf, and their opportunities in the higher walks of 
life are extremely limited. 

Comparison of the blind with the deaf clearly shows 
that in promoting human happiness the ear is far more 
potent than the eye. This is also shown in comparing 
the intellectual attainments of children who have never 
seen with those who have never heard. 

Helen Keller at the age of eighteen months was, and 
still is, both blind and deaf. Her remarkable intellectual 
developments qualify her to speak on this question. She 
says: 

““The problems of deafness are deeper and more complex, 
if not more important, than those of blindness. Deafness is 
a much worse misfortune. For it means the loss of the 
most vital stimulus—the sound of the voice—that brings 
language, sets thoughts astir, and keeps us in the intellectual 
company of man.’’ 


Marie Lenéru, who at a later age experienced both 
blindness and deafness, expressed a similar view of the 
relative effects of the two deprivations. It is well known 
that the repressions inherent in deafness often lead to 
changes of temperament and may seriously alter 
character. An adequate inquiry into the comparative 
effects of deafness and blindness upon psychology would, 
as you say, be interesting and perhaps helpful to those 
who are struggling to increase the happiness of the deaf. 


—I am, etc. 
A. J. Story, 
Secretary, National Institute 
105, Gower Street, W.C.1, for the Deaf. 
April 29th. 


Treatment of Varicose Diseases 


Str,—In the excellent survey of the treatment of 
varicose diseases of the lower limbs, in the Journal of 
May 2nd (p. 877), Mr. Reginald T. Payne, I am glad to 
see, recommends ambulatory treatment for the milder 
cases of phlebitis in varicose veins. It is rather a pity 
that for the more extensive cases he should recommend 
lying in bed for one month followed by excision of the 
inflamed mass of veins with the overlying adherent skin. 
In the case of ascending phlebitis he recommends elasto- 
plast bandaging and rest in bed. 

If strips of dunlopillo or sorbo rubber are laid along 
the inflamed veins and then the firmest elastoplast 
bandaging is used in the severe and ascending cases, I have 
never found with this increased pressure any difficulty 
in keeping the patient up, arresting the extension of the 
process, producing a complete absorption of the inflam- 
matory exudate, and in most cases preventing the re- 
canalization of the veins. The more severe the case the 
more salutary are the results, and the more grateful the 
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patient, especially if he has had long terms of imprison- 
ment for previous phlebitic offences. I do not even 
regard pyrexia as an indication to lie up, and think that 
the more severe the superficial phlebitis the more essential 
it is to keep the patient out of bed to prevent embolism 
and deep thrombosis. 

The excision of thrombosed veins must have a mor- 
tality rate, and when the incision is carried down into 
the ulcer area the scar provides at a later date the start- 
ing-point of one of the most intractable types of ulcera- 
tion. Surely this operation, if indicated for primary 
phlebitis in varicose veins, would have to be extended 
also to the by no means uncommon indolent phlebitis 
following an abandoned or incomplete course of injections 
commenced in the lower part of the leg. 

I feel sure that if the reinforcement of elastoplast 
pressure by sponge rubber over the red, tender veins is 
used all operations on thrombosed varicose veins will dis- 
appear in favour of this simple, economical, and very 
gratifying method.—I am, etc., 


London, W.1, May 4th. A. Dickson WRIGHT. 


Gas and Air Analgesia in Midwifery 


Sir,—I was pleased to see Dr. D. Justin Davies's tribute 
to Dr. Minnitt’s gas and air apparatus (Journal, May 2nd, 
p. 910). I would like to support his suggestion as to 
premedication ; I think that much can be done to help 
women in the early stages of labour by the use of 
sedative drugs. 

I have found sodium soneryl satisfactory for this 
purpose, but the dose should not be large or the co- 
operation of the patient in the second stage of labour is 
lost. I give three capsules of sodium soneryl at about 
two-shilling-dilatation of the cervix for primiparae and 
as soon as I see the case for multiparae. With regard 
to the use of carbon dioxide, I do not think it is really 
desirable to close the air-holes of gas and air machines, 
but at the Wellhouse Hospital and the British Hospital 
for Mothers and Babies we have been trying the effect 
of fitting a small (500 c.cm.) rebreathing bag to our 
machines. We do this, not to obtain an increase of 
carbon dioxide in the mixture the patient breathes, but 
to save gas, although it will have the effect Dr. Justin 
Davies desires. 

We have not yet done enough cases to enable us to 
decide whether the rebreathing will prove satisfactory, 
but so far as we have gone we have observed no ill 
effects. If the rebreathing proves satisfactory it will be 
a great help in reducing the cost of gas per case.— 


I am, etc., 
Joun 
Anaesthetist, Wellhouse Hospital, Barnet ; Honorary 
Consulting Anaesthetist, British Hospital for 
; Mothers and Babies, Woolwich. 
New Barnet, May 2nd. 


Blood Pressure Estimation 
S1r,—I have satisfied myself that with a little practice 
both the diastolic and systolic levels of blood pressure 
can be recorded as accurately by the finger as by the 
ear if the following method be used: 


The finger or thumb is laid lightly on the arm over the 
course of the brachial artery, and about an inch below the 
bag of the sphygmomanometer. The bag is then inflated 
so as to obliterate the pulse and the air is slowly released. 


A faint but quite definite sense of pulsation is easily detected 
in one’s finger at the level of systolic pressure, and as 
definitely lost again at the level of diastolic pressure. It is 
to the latter point to which I am calling attention, 
emphasizing that the recording finger makes throughout only 
the lightest contact with the patient’s arm and does not 
press into it as when the pulse is taken in the ordinary way. 


CORRESPONDENCE 


Readings taken by this means and by auscultation 
with the stethoscope seem to me to agree very closely 
Ii confirmed by others the method has the advantages 
that it is simpler to use, does not require silence in the 
room, and can be relied upon by those whose hearing is 
imperfect. In particular it can be taught to nurses and 
midwives so that their records are reliable after a few 
trials, whereas long practice with a stethoscope is needed 
before the results of auscultation can hope to be accurate 
It is of great service at ante-natal clinics where Jaros 
numbers of routine readings have to be made.—I am, ete., 


J. V. O’Sutttvan, M.D., F.RCS,, 
Royal College of Saint Katharine, 
Poplar, E.14, April 30th. 


Latent Adolescent Pulmonary Tuberculosis 


Sir,—In the Journal of April 11th (p. 741) you pub 
lished the results of an investigation by Drs. R. C, Wing. 
field and A. Margaret C. Macpherson on the incidence 
of latent adolescent pulmonary tuberculosis. 

The value of the above and previous similar investiga. 
tions must turn first of all upon the question whether or 
not on appeal to skiagraphy alone, describable markings 
may be met with in the ‘‘ pneumonogram”’ which 
indicate undoubtedly the presence, in extrahilar parts of 
the lungs, of corresponding non-calcified tuberculous 
lesions—that is, whether or not ‘‘ idioskiasticism ”’ of 
non-calcified extrahilar tuberculosis of the lungs is a fact 
or not. Drs. Wingfield and Macpherson think that this 
question may be answered in the positive, but it will be 
observed that they not only refrain from describing these 
peculiar markings in such pneumonoskiagrams, _ but 
publish no reproduction, diagrammatic or otherwise, and 
give no references to published agreed descriptions by 
others of these significant peculiar markings. 

I submit that all investigations, including this one, not 
based upon canons expressive of the largest experience 
do not yield any evidence whatever of direct value. In 
support of this contention, it will be noticed from facts 
provided by Drs. Wingfield and Macpherson in their 
extracts from other publications that the incidence found 
in the same field by other previous workers, who appear 
also to have withheld any description of their own 
individual measuring sticks, is 1.3, 1.5, 2.7, 3, 6, and 
even 27 times greater than the certain (sic) incidence put 
forward by themselves.—I am, etc., 


London, Wl, April 20th. H. Barty Suaw. 


Tuberculin 


Sir,—I doubt not that Dr. Halliday Sutherland has 
read my book Tuberculin in the Diagnosis and Treatment 
of Tuberculosis, in which I have written a short chapter 
on ‘‘ Tuberculin as a Guide to Prognosis after Specific 
Treatment.”’ Therein (p. 241) I write: 

““T vegard this system of gauging the effect of treatment 
by these test doses of tuberculin not less than nine months oF 
a year after treatment as an invaluable adjunct in the treat- 
ment of tuberculosis. by specific methods. More than this, 
I hold it to be very sound practice to submit patients to such 
tests regularly every year. These doses cause no trouble, 00 
pain, no disturbances of any sort, except in cases that have 
relapsed, and are totally devoid of any risk.”’ 


For over thirty-five years this has been my fegular 
practice in many hundreds of patients. My book, written 
in 1908, contained the above words, and in 1912 Dt 
Halliday Sutherland made a very violent attack on my 
views and methods in the use of tuberculin. In 1933 Dr 
Sutherland recanted and became a pupil of mine. Where 
would he have been if I had not written fully and openly 
on tuberculin? Dr. Sutherland must sce and acknowledge 


. that 
year 
I an 
Vir 
Sn 
p. 8 
espe 
visio} 
is ql 
rheu! 
doub 
admi 
Furtl 
that 
any 
rheul 
It 
medi 
tion | 
to a 
shoul 
their 
tunit 
check 
teach 
Un 
have 
hope 
is no’ 
right 
acqui 
merel 
wond 
by th 
Ev 
betwe 
A go 
of det 
matis! 
under 
subjec 
the 
Sir, 
Franc 
descril 
in my 
sugges 
motor 
with 
distur] 
“aller 
motor 
not 0 
Nervot 
much, 
mucos: 
bronck 
swellin 
(anoth 
volvin, 
viscera 
| Leam 


May 9, 1936 CORRESPONDENCE Tue 


MEDICAL JOURNAL 961 


that my work, which he so cruelly abused twenty-five 
years ago, supplies the text of his present sermon.— 
Fam, W. Camac WILKINSON, M.D., F.R.C.P. 
Virginia Water, April 26th. 


A Crusade Against Acute Rheumatism 


Siz,—The letter from Dr. Garrow (Journal, April 25th, 
_ 859) has many good points that need to be emphasized, 
especially the distinction he draws between the super- 
vision and prevention of acute rheumatism. Whether he 
is quite accurate in stating that there are places where 
as a result of recognizing this distinction juvenile acute 
rheumatism is disappearing is, I am afraid, open to grave 
doubts, because the conditions of medical practice do not 
admit of any such preventive work being carried out. 
Furthermore, Dr. Garrow aggravates matters by imagining 
that doses of salicylates after every sore throat are of 
any value in preventing the development of acute 
rheumatism. 

It is good to find that he places “‘ an active nutrition 
campaign ’’ as the first measure on his list, but until 
medical students and nurses are given adequate instruc- 
tion in the fundamental! principles of nutrition it is useless 
to ask for their co-operation. This educational item 
should be placed in the curriculum for the first year of 
their course in order that they may have ample oppor- 
tunity of trying it out on themselves for a start, and 
checking their mistakes whilst in touch with their 
teachers. 

Unfortunately the principles underlying that teaching 
have to be settled satisfactorily before the teachers can 
hope to command the respect of their pupils, because it 
js not the number of calories that count so much as the 
right nature of the food. When medical officers of health 
acquiesce in feeding children in schools on foreign meats 
merely to save three farthings a pound it is not to be 
wondered that mere general practitioners are not impressed 
by the “ preventive practitioners.”’ 

Even Dr. Garrow seems to hesitate as to the connexion 
between good food and the prevention of dental decay. 
A good sound nutrition campaign means the prevention 
of dental decay as well as the prevention of acute rheu- 
matism. This prevention depends on a good practical 
understanding of the ‘‘ acid-base balance ’’ of foods, a 
subject hitherto treated with supercilious indifference by 
the professional pundits.—I am, etc., 


Swansea, April 25th. G. ARBOUR STEPHENS. 


Allergy and Vasomotor Instability 


$ir—In your issue of April 25th (p. 860) Dr. Alexander 
Francis questions the use of the term “‘ allergy’ in 
describing the conditions traced through five generations 
inmy recent paper (Journal, April 11th, p. 751), and 
suggests that this family group suffered from ‘‘ vaso- 
motor neuroses.’’ Though I am pleased that he quotes 
with approval my wpinion that the lesion is a vasomotor 
disturbance, I cannot accept his change of terms ; 
“allergy” suggests a biochemical cause for the vaso- 
motor disturbances, but ‘‘ vasomotor neurosis ’’ implies 
not only vasomotor instability but instability of the 
netvous system as well, which is certainly implying too 
much. Nor is the theory of swelling of the bronchial 
mucosa in asthma incompatible with that of spasm of the 
bronchioles, Muscular spasm may occur secondarily to 
swelling of the mucosa, as it does in mucous colitis 
another ‘‘ allergic ’’ condition) and in other diseases in- 
volving congestion of the lining membranes of hollow 
wscera,—_I am, etc., 
BarpBaRA G. R. CrRaAwrorp, M.B. 

Leamington Spa, April 28th, 


Infantilism Treated with Male Hormone 


Sir,—In January, 1936, a lady brought her son to see 
me. The boy was complaining of difficulty in passing 
urine. In cross-examining him the following facts were 
obtained: ‘‘I cannot pass water because my penis is 
shrinking and is now so small that I am quite unable to 
hold it when trying to pass water.”” The mother informed 
me that the boy, who was 13 years and 10 months old, 
was mentally slow, languid, very backward at school, a 
very bad sleeper, and that he ate too heartily. 

On examination I found the patient was fat—almost border- 
ing on the ‘‘ Fréhlich syndrome ’’ type. The genital organs 
were infantile, the penis being so small that one could under- 
stand the boy’s difficulty. The testes were both present but 
very small; apart from that the boy was quite normal 
physically in every way. I decided to give him injections 
of ‘‘male hormone.’’ On February 8th 300 rat units of 
‘““ pregnyl’’ were given intramuscularly and again on the 
12th. There was no general reaction of any kind, so I decided 
to give him 500 rat units twice weekly for six weeks. At 
the end of this period a fresh examination was made. The 
penis was now of average size, as were the testes. The boy 
had sexual feelings, which were evidently non-existent before. 
This last fact was shown clearly through the boy mentioning 
to his mother that there was something wrong below in the 
mornings. After careful questioning it was discovered that 
the boy had had erections, which he thought were abnormal. 
On April 22nd he was re-examined. The penis and testes are 
the same as in the last examination, and hair is now beginning 
to grow on the pubic region. 


The mother maintains the boy is brighter, his sleep is 
better and his movements are quicker, he still has an 
excessive appetite, and has not lost weight. The parents 
are so pleased with his condition that they have decided 
tc send him to a commercial college. 

The fact which surprised me and which I thought 
worthy of publishing was the speedy change which took 
place in the boy’s genitals.—I am, etc., 


Cardiff, April 23rd. M. ABSE, M.R.C.S. 


The Medical Curriculum 


Sir,—The experience of the last few years would appear 
to have fully established the need for reform of the 
medical curriculum. . The need for reform appears, indeed, 
to have been first raised in recent times by the General 
Medical Council in 1918. The question of the reform of 
medical education in the direction of ‘‘ taking action 
towards promoting and systematizing the teaching of 
preventive medicine 1a the medical schools and in clinical 
hospitals throughout the country ’’ was raised by two 
members of the Council in that year. As a result of pro- 
longed inquiry by English, Scottish, and Irish Committees 
‘“ New Regulations ’’ were laid down in 1922, these new 
regulations embodying some valuable recommendations in 
regard to teaching of preventive medicine. In actual 
practice, however, these recommendations would appear 
to have been, for all practical purposes, ignored. Under 
the Medical Acts the General Medical Council lacks the 
executive power to enforce the regulations. 

In intervening years the need for reform has been 
emphasized in many quarters. A few years ago a series 
of highly interesting and valuable pronouncements on the 
subject were published in the official records of the League 
of Nations by specially selected representatives of the 
leading nations. <A feature of these papers was a note of 
quasi-pessimism as to the prospects of securing the reforms 
necessary on account of the wide prevalence of traditional 
outlook in medicine. In the same period there has 
appeared, in leading medical journals, many pronounce- 
ments by prominent clinical teachers in favour of reform, 
and, in addition, the records of various student societies 
in London, Edinburgh, and South Africa have revealed 
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striking evidence of the interest and appreciation of senior 
students in the importance of the subject. In 1934 an 
added interest and impetus was given to the subject by 
a very valuable report published by a specially appointed 
committee of the British Medical Association, this report 
being later approved and adopted in 1935 by the large 
Representative Body of the Association, which includes 
many medical teachers and specialists in the various 
branches of medicine, surgery, and public health. A 
further report has also been published by a special com- 
mittee appointed by the Royal College of Physicians and 
the Royal College of Surgeons in London, in conjunction 
with the Universities of Oxford and Cambridge. 

It is unnecessary to elaborate the causes of the present- 
day need. In my view the essential feature in the recom- 
mendations in the B.M.A. report may be, with a little 
translation, briefly summarized as follows: ‘‘ The present 
curriculum has become needlessly and unwisely specialized, 
and fails to meet the needs of the general practitioner of 
the future. It is, to too great an extent, framed to meet 
the views of those who attach too much importance to 
‘curative’ medicine and too little to the pre-eminent 
value of ‘ preventive’ medicine. It is out of touch not 
only with the opinion of a very large body of the profes- 
sion, but is out of line with the outlook of the public 
health authorities on national health questions, to an 
extent which must materially retard the nation getting the 
best return for its increasing expenditure on national 
health services.’’ 

In May, 1935, a Curriculum Committee of the General 
Medical Council published an interim report on the sub- 
ject. For immediate practical purposes the main con- 
clusions arrived at by this committee, from their ‘‘ careful 
consideration of the many criticisms of the present curri- 
culum and the suggestions which have been put forward 
for the improvement of medical education,’’ are sum- 
marized as follows, the committee pointing out that they 
have ‘‘ kept in mind the needs of working within the 
provisions of the Medical Acts ’’: 

‘‘The Committee have carefully considered the many 
criticisms of the present curriculum and the suggestions which 
have been put forward for the improvement of medical 
education. 

‘‘There does not appear to be a substantial body of 
criticism of the basis of the system of ‘the curriculum, or of 
methods of medical education general in this country. 

‘‘ The Committee are of opinion that medical education in 
this country will be best advanced by developing and 
improving the existing system.’’ 

These findings will, I feel sure, suggest the query in the 
minds of a very large number of thoughtful medical men: 
Do the Medical Acts not require amendment? It is, 
I think, certain that there is a very substantial body of 
opinion in the profession that the basis of the system of 
the present curriculum, and the methods of medical educa- 
tion associated with it, are not in keeping with the 
present-day needs of the student and of the nation.— 
am. etc., 

Fenton Barns, Drem, May Ist. CHALMERS Watson, M.D. 


Voluntary Hospitals 


Sir,—The question of the position of voluntary hos- 
pitals is a controversial one ; but I believe that they still 
depend to a large extent upon donations from the com- 
paratively wealthy, in spite of the enormous growth of 
voluntary contributory schemes and of the so-called 
voluntary contributions made by the patients themselves. 

There is a large social group which in the past found 
it almost impossible to pay nursing-home fees. Pro- 
viding beds for them in the hospitals at fees ranging from 
about £3 to £6 a week was obviously a good move, and 
has, I believe, the British Medical Association’s support. 


It has the unfortunate but inevitable consequence that thy 
hospital is tempted to have many such beds, and, there 
fore, fewer available for those who actually need chari 
(and for whom the hospital was intended originally), 

Twice lately labouring-class patients of mine haye 
told that there was a huge waiting-list, but that if th 
cared to pay a little more they could come in at ones, 
The impression that this creates, however one attempts 
to explain it away, can only harm the hospitals’ good 
name and (in time increasingly) their finances, 

I venture to suggest that hospital medical COMMittees 
should insist on the adjusting of the proportion betwee, 
their beds so that the provision of a few “ paying” beds 
does not make too great a difference to the length of thy 
irksome waiting period for poorer patients. The only | 
people for whom an exception can rationally be mag, 
are those who pay so much (? at least £9 to £10 per 
week) that they represent genuine profit to the hospital, 

If some definite adjustment is not made between thes 
‘“ paying ’’ beds and the beds available for the poor fo, 
whom they were charitably intended, then the volunta 
hospitals lose all genuine appeal as charities and haste, 
their own destruction. In view of their magnificent 
history I cannot but feel that this would be a pity— 
Iam, étc., 


London, E.7, April 25th. E. B. Grocono, 


Countersignature of Vaccination Certificates 
for Shipping Companies in India 

Str,—As you know, in India a medical practitioner’; 
word is no longer taken ; the powers that be have ruled 
that all vaccination certificates must be countersigned by 
a Government medical officer. Not only have they stated 
this fact, but they have been as crude and as rude as 
they possibly could in their correspondence (between both 
the India Office and the British Medical Association, 
London, and various authorities and the Assam Branch 
of the B.M.A.) concerning this matter. At the last annual 
general meeting of the Assam Branch it was decided to 
ask the Representative for India on the B.M.A. Council 
to take the matter up ; it is not, therefore, necessary for 
me to go into details. However, as an individual I wish 
to put quite plainly the present state of affairs. 


1. Medical practitioners are asked to send their own vaccina 
tion certificates for countersignature by some Government 
medical official. 

2. A great number of letters have been written by port 
authorities, the Government of India, etc., and I cannot find 
a single argument worth considering. For example, they say 
that there are so many dishonest doctors out here that some 
vaccinate without lymph—some not at all. Well, my patients 
have to send their certificates to the nearest civil surgeon. 
li may be days before he receives the certificates ; how is he 
to know that I have revaccinated the person concerned? And 
even if he were personally to inspect every vaccinated patient, 
how can he know if calf lymph has been used in the case 
of a ‘‘ failure’’ or ‘‘ mild take ’’? 

3. We, as medical practitioners, in order to help the Gover 
ment, offered to send our certificates to an honorary magistrate 
or other Government official (not medical) to vouch for our 
signature. This would avoid having to send the certificate 
to a colleague for him to vouch for our ‘‘ integrity.’ Onde 
again the Government of India was adamant: “ Certainly 
not; how does a magistrate know if vaccination has beet 
properly done?’’ Quite so, and how does a civil surgeot 
know who lives one hundred miles away unless he does it 
himself? 

4. This rule is the greatest slur ever cast on the profession 
(By the profession is meant the whole medical professiot, 
including Indian and British colleagues.) It is a uscless rule, 
and will not attain its object but only annoy everyone. 

5. No self-respecting medical practitioners will forward the 
certificate to the Government medical authorities. I personall 
sign the certificate and give it back to the patient, and sy! 
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“Here it is; you can send it for countersignature or not, 


jease yourself. If you don’t send it you may be delayed 
at the port of embarkation and given a lot of unnecessary 
trouble.’’ 
—I am, etc., 

Juri, Sylhet, March 31st. 


C. S. P. HamiLron. 


The Poisons Rules 


Sir,—The manufacturers have already expressed appre- 
ciation of the manner in which the British Medical 
ournal has indicated the obligations set on members of 
the medical profession by the Poisons Rules which came 
into force to-day. It appears, however, that one already 
js, for one reason or another, being overlooked in orders 
passing from members of the medical profession to 
manufacturers and dealers. Rule No. 7 (3) (a) requires, 
inter alia, that the purpose for which the poison is 
required shall be indicated on the (signed) order. It 
would be to the greater convenience of members of the 
medical profession and of manufacturers and dealers if 
this point could be brought specially to the" notice of 
those making out (signed) orders, and the Association 
of British Chemical Manufacturers would appreciate your 
action if you would assist to that end in such manner 


ou think fit.—I am, etc., 
as you think fi R. Murpin Drake. 


The Association of British Chemical Manufacturers, 
London, W.1, May Ist. 


Anthropophobia 


Srm,—With reference to Dr. Bentley’s suggestion in- 


the Journal oi March 21st, may I suggest to him and to 
those of your readers who are interested in the study 
of anthropophobia an alternative to forming a new 
society? It is very easy to found a new society, but 
extremely difficult to keep it going. If those of your 
readers who are interested in the prevention of war would 
jon the New Commonwealth Society, Thorney House, 
Smith Square, S.W.1, it might be possible to found a 
medical branch within an existing society that has already 
accumulated much literature on the subject.—I am, etc., 


Kensington, W.8, April 28th. HaALLipay SUTHERLAND. 


** This correspondence is now closed.—Ep., B.M.]. 


of British Health Resorts, the official handbook of the 
British Health Resorts Association, all of them calculated 
to increase still further the usefulness of this booklet to 
medical practitioners when considering the problem of 
“a change of air’’ for their patients. To facilitate 
reference coastal resorts, although belonging to different 
well-defined climatic regions, have been arranged in alpha- 
betical order, the maps and definitions of the climatic 
regions forming a separate section. There is a brief and 
welcome note on the oft-discussed subject of British versus 
Continentai hotels, and details are given of a scheme which 
enables friendly societies to utilize spas for their members 
at reduced prices. The latter scheme has been prepared 
by the British Spas Federation in collaboration with the 
British Medical Association, and provides that when a 
tase is passed for treatment by a medical subcommittee 
ata selected spa, the inclusive cost for specialist medical 
services, full service at the spa, and accommodation will 
be £3 per week, with an extra 2s. per week to form a 
common pool for x-ray and other necessary examinations. 
Details of this scheme may be obtained from the secretary, 
British Spas Federation, The Royal Baths, Harrogate. 
All the information in the handbook has been revised by 
the medical advisory committee of the British Health 
Resorts Association, and has again been edited by Dr. 
R. Fortescue Fox, who contributes a preface. Copies of 
the booklet can be obtained (price 1s.) from the publishers, 
Messrs. J. and A. Churchill, or from the offices of the 
British Health Resorts Association, 40, Gloucester Place, 
Portman Square, W.1. 


Obituary 


ALBERT CARLESS, C.B.E., M.S., F.R.C.S. 


Consulting Surgeon and Emeritus Professor of Surgery, King’s 
College Hospital 

Professor Albert Carless, who died suddenly at Worthing 
on April 27th, had made his home at Crieff, in Perthshire, 
since his retirement from active work. He was born at 
Richmond, Surrey, in 1863, and received his early educa- 
tion at King’s College School, entering the medical depart- 
ment of King’s College in 1881. His student career was 
brilliant, and gave promise of a high place in the pro- 
fession. He began by winning a gold medal and prize 
for botany, following this with the junior scholarship, 
the second-year scholarship, and the senior medical 
scholarship ; he was also awarded the Warneford prize 
and the Leethes prize. After 
qualifying in 1885 as M.R.C.S. 
and L.S.A., he was appointed 
house - surgeon to King’s 
College Hospital, and three 
years later Sambrooke surgical 
registrar. At each of the 
medical examinations of the 
University of London Carless 
gained honours, and he quali- 
fied for gold medals when 
graduating B.S. in 1887 and 
M.S. in 1888, the year in 
which he became F.R.C.S. 
He was elected assistant 
surgeon to King’s College 
Hospital in 1889, and full 
surgeon in 1898. From 1902 
to 1918 he was_ professor 
of surgery at King’s College, 
in succession to Sir William Watson Cheyne. On retiring 
from the active staff, he was appointed emeritus professor 
of surgery and consulting surgeon. During the first two 
years of the war Professor Carless was surgeon on the 
a la suite staff of the Fourth London Territorial General 
Hospital, and afterwards, for two years, consulting sur- 
geon to the Eastern Command with the rank of Colonel 
A.M.S. These military duties compelled him to resign 
the chairmanship of the medical board to which he had 
been called in January, 1914. For his war services he 
received the C.B.E. in 1919. He was elected a Fellow 
of King’s College, London, in 1908, and in 1920 the 
American College of Surgeons made him an honorary 
Fellow. On retiring from King’s he devoted much of 
his time to Dr. Barnardo’s Homes, accepting the office of 
honorary medical director. 

For many years Professor Carless was a highly success- 
ful teacher of practical and operative surgery at King’s, 
and his name became known far beyond that circle 
through the Manual of Surgery, in which he collaborated 
with the late Professor William Rose. This very popular 
textbook, largely the work of Carless, first appeared in 
1898, and passed through many editions under his 
supervision ; the twelfth was published in 1927. ‘‘ Rose 
and Carless’’ has been translated into several foreign 
languages, and is well known to students in America. 
The thirteenth and fourteenth editions came out under 
the editorship of Mr. Cecil Wakeley and Mr. John B. 
Hunter, and the book has thus been in the hands of 
King’s men throughout its long career. 

Professor Caress married Ada, daughter of Lieut.- 
General G. S. Dobbie, Madras Army. Both of their sons 
fell in the war. During his later years at Crieff he took 
an interest of the work of the local cottage hospital. 

[The photegraph repreduced is by Eiliott and Fry, Ltd.} 
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WILLIAM H. CRAGO, M.R.C.S. 
Past President, New South Wales Branch, British Medical 
Association 
The death of Dr. W. H. Crago on February 6th robbed 
the medical profession in Australia of one of its most 
revered members. His loss will be mourned throughout 
the Commonwealth. The British Medical Association in 
Australia (particularly the New South Wales Branch) owes 
much to his long years of patient, faithful service. 

William Henry Crago was born at Liskeard, Cornwall, 
on March 12th, 1851, and went to Australia at the age 
of 14. He was occupied as a chemist in Sydney for a 
number of years, and returned to England at the age 
of 26 to study medicine at the Middlesex Hospital, where 
he was a fellow student of Sir John Bland-Sutton. He 
obtained the diplomas of M.R.C.S.Eng. and L.R.C.P.Lond. 
in 1883. During his medical course he won several 
scholarships and prizes, in- 
cluding the John Murray 
scholarship and medal 
(1883). He returned to New 
South Wales shortly after 
graduation, and began prac- 
tice at William Street, 
Sydney. Later he moved 
to College Street, and even- 
tually to Macquarie Street, 
where he practised until a 
few years before his death. 
Like most of his colleagues 
in Sydney at the time, he 
conducted a general prac- 
tice ; but he was particularly 
interested in surgery, and 
for many years he devoted 
himself almost entirely to 
the practice of this branch of his profession. 

He joined the New South Wales Branch of the British 
Medical Association in 1886, and it is for his truly great 
work for the Association that he will be most remembered. 
He became honorary treasurer and a member of the 
council of the New South Wales Branch in 1889, and 
continued to hold this office, excepting in one year (1896), 
until his retirement in 1931. He was president of the 
Branch in 1896. He took his office seriously, and carried 
out his duties with painstaking care and attention. Even 
when engaged in a busy practice he could be seen almost 
every day, at some hour, in the office of the Branch, 
attending to its finances and looking after its property. 
When the membership of the Branch had increased to 
some 1,300 or more, and its assets, including a huge 
building in Macquarie Street, Sydney, were valued at 
many thousands of pounds, he still made every financial 
entry in the books himself, and signed every financial 
notice, and wrote and signed every receipt. As honorary 
treasurer and member of the council he played an impor- 
tant part in the arrangements for the building of the 
Branch’s premises, first in Elizabeth Street, and later 
in Macquarie Street, Sydney. The Council Chamber in 
the British Medical Association House, Macquarie Street, 
Sydney, has been named the William H. Crago Council 
Chamber. In this room there hangs a Longstaff portrait 
of Crago, presented to him by the New South Wales 
Branch in 1929 in appreciation of his services. 

From 1895 to 1916 Crago was manager of the Austral- 
asian Medical Gazetle. When the publication of this 
journal ceased and the Medical Journal of Australia was 
founded as the official organ of the Australian Branches 
he took the position of manager of the Australasian 
Medical Publishing Company, the publishers of the new 
journal. He held this position until 1926. He was 
honorary auditor to the Federal Committee from 1912 to 


1930. He was honorary treasurer of the Thirg Session 
of the Australasian Medical Congress (British Medica] 
Association) in 1929. In that year he received the honour 
he most greatly prized—the award of the gold medal of 
the Australian Federal Committee of the British Medical 
Association. It might truly be said that never was the 
gold medal more fairly won. 

Crago was a trustee of the New South Wales Medica 
Defence Union for twenty-seven years, a trustee of the 
Medical Officers’ Relief Fund for thirteen years, a trustee 
of the Australian Medical Association Benevolent Fung 
for fifteen years, and a benefactor of the New South Wales 
Medical Benevolent Association, He was a member of 
the honorary medical staff of Sydney Hospital in 1g95 
and of the Royal Hospital for Women from 1896 to 1912 
He was a member of the board of directors of the latter 
hospital from 1906 to 1912. He was associated with Sip 
Alexander McCormick and Dr. E. J. Jenkins in the founda. 
tion of the hospital known as ‘‘ The Terraces ’’—now the 
Scottish Hospital. He took a warm interest in numerous 
charitableeand religious institutions. He gave generously 
and worked hard. He was largely concerned in the 
foundation of the Home of Peace for the Dying at 
Marrickville, New South Wales, and had much to do with 
the foundation of the institutions known as the Church 
of England Homes ; for many years he was a member 
of the council of the Institution for the Deaf and Dumb 
and the Blind. He was a lay canon of St. Andrew’s 
Cathedral, Sydney, for some years. 

Few people knew of the amount of charitable work he 
performed or the extent of his generosity. His modesty 
and utter lack of show made it difficult for anyone not 
closely associated with him to appreciate the scope of his 
achievements. He was loved for his sincerity and his 
simple, kindly nature. His memory will remain dear to 
his colleagues, to his friends, and to the many he had 
befriended. 


PROFESSOR JOSEF JADASSOHN 


We regret to announce the death, on March 24th, at 
Zurich, after six days’ illness, of the eminent German 
dermatologist, Geheimrat Professor Josef Jadassohn, at 
the age of 72. He was born at Liegnitz in Silesia on 
September 10th, 1863, and after studying at Géttingen, 
Heidelberg, Breslau, and Leipzig qualified in 1887 at 
Breslau, where he first acted as A. Neisser’s assistant at 
the dermatological department of the All Saints’ Hospital 
until 1892. In 1896 he was appointed extraordinary pro- 
fessor and director of the University Skin Clinic at Berne, 
and in 1903 full professor. In 1917 he returned to 
Breslau on being elected to the chair of dermatology, 
which he held until 1931, when he became emeritus 
professor. In addition to being for about forty years 
general secretary of the German Dermatological Society 
and author of a large number of articles on cutaneous 
and venereal diseases, in the prophylaxis of which. he 
took an active part, he was joint editor of the Archiv 
fiir Dermatologie und Syphilis and the Zentralblatt fir 
Haut und Geschlechtskrankheiten. He is best known, how- 
ever, for his editorship of the monumental encyclopaedia 
in twenty-three volumes entitled Handbuch der Haut und 
Geschlechtskrankheiten. He has given his name to two 
diseases of the skin—namely, anetodermia erythematosa of 
atrophic maculosa cutis (1892) and pityriasis lichenoides 
chronica or parapsoriasis guttate (1894). A posthumous 
work on diseases of the skin will be published later im 
an English translation. 

Jadassohn was a constant attendant at international 
congresses, and was well known to many dermatologists 
in this country, who regarded him with affection and 
esteem. He was a member of many foreign medical 
socizties, including the Royal Society of Medicine, of 


ade 


| 
| 
| | 
| | 
| | | 
| | 
| | 
| 


Imerous 
1erously 
in the 
ying at 
do with 
Church 
member 
| Dumb 
ndrew’s 


vork he 
nodesty 
one not 
e of his 
and his 
dear to 
he had 


4th, at 
German 
ohn, at 
esia on 
ttingen, 
|887 at 
tant at 
Tospital 
ry pro- 
Berne, 
‘ned to 
itology, 
meritus 
y years 
Society 
taneous 
hich. he 
Archiv 
latt fiir 
n, how- 
opaedia 
aut und 
to two 
atosa of 
enoides 
humous 
later in 


iational 
ologists 
on and 
medical 
‘ine, of 


OBITUARY 


Tne Britisa 965 


MeEpIcAL JouRNAL 


“Mav. 9, 1936 


which he was elected an Honorary Fellow in 1935. 
Owing to his being a Jew no obituary notice, beyond the 
announcement of his death in a few journals, has 
d in the medical press of Germany, but an appre- 
ciation by Dr. R. Volk, a well-known dermatologist of 
Vienna, will be found in the Wiener klinische Wochen- 


schvift of April 10th. 


“mere 
appeare 


SIR WILMOT HERRINGHAM 


A CoRRESPONDENT writes: 

May one who served under him on the first General 
Nursing Council of England and Wales be permitted to 
write a few words on Sir Wilmot Herringham’s connexion 
with that body? He was not its first but its second 
chairman, and his appointment was made in special and 
peculiar circumstances. In November, 1921, a serious 
conflict of opinion had rent the council in two, with the 
result that the chairman resigned. His resignation was 
followed by that of so many of the members that a 

yorum could not be formed and business was at a stand- 
stil. The chairman would not alter his decision to leave 
the council. After a few weeks the then Minister of 
Health succeeded in obtaining Sir Wilmot’s acceptance of 
the post. In complying with the Minister’s request Sir 
Wilmot was well aware that he was undertaking no 
enviable or easy task. The members of the council who 
had resigned, on being informed who was the new 
chairman, accepted the Minister’s invitation to withdraw 
their resignations and return to the council. But the 
cleavage of opinion still persisted, and it was not infre- 
quently expressed in such a way that one always went 
to the meetings of the council with anxious apprehension 
as to what might happen. For his first year of office 
Sir Wilmot went through a most uncomfortable time. But 
outwardly he remained quite unperturbed, and conducted 
the council’s meetings with so impartial and firm a hand 
that, in spite of obstacles, the necessary business was 
expeditiously carried through, and before the end of 1922 
he could report to the Minister of Health that the time 
had come for proceeding to the establishment of the first 
elected council. After the election his position was easier, 
and it was with equanimity that he was able to resign the 
conduct of the council’s business to the lady who still so 
ably occupies its chair. 

Sir Wilmot’s courage in accepting the chairmanship in 
the circumstances mentioned, and in sticking to a post 
which was anything but one of ease—for I know he found 
it to be more difficult than he had anticipated—laid the 
Minister of Health, the council, and the nursing profession 
under a heavy debt. The council had been in existence 
for barely eighteen months when the split took place, and 
it had not, so to speak, got into its stride. It required 
not only an experienced but a fearless chairman to save it 
from a more serious disaster ; and fortunately that chair- 
man was found in Sir Wilmot Herringham. 


We regret to record the death, on March 27th, of 
Witttam DuNcAN Lawrie, M.D., C.M., F.R.C.S.Ed., of 
Shelton, Stoke-on-Trent, in his sixty-eighth year. The 
son of Dr. D. Lawrie, late of Bradford, he was 
educated at Edinburgh, graduating in 1892 after a 
brilliant studentship. After acting as locumtenent at 
Cirencester he was appointed house-surgeon at the West 
Herts Infirmary, then a year later to the Seamen’s 
Hospital, Greenwich, and then again as house-surgeon 
and assistant secretary to the West Herts Infirmary. 
Having then taken the higher qualifications, he settled 
in Birmingham as an orthopaedic surgeon and held the 
appointments of resident surgeon to the Birmingham 
General Dispensary, surgeon to the Birmingham and 
District Crippled Children’s Union and to the Birmingham 
Royal Orthopaedic and Spinal Hospital. Later, whilst 
Mm practice in Llandudno, he founded and acted as the 
first secretary of the Llandudno and Colwyn Bay Field 


Club, which is still in a flourishing condition. Becoming 


interested in ophthalmology, he later practised this 
specialty in Oldham until the great war claimed his 


services elsewhere. He had a brilliant war record, and 
attained the rank of captain in the R.A.M.C., and after 
many other appointments acted as ophthalmic specialist 
to the camp at Oswestry. After demobilization he 
became assistant medical officer to the Stoke-on-Trent 
Education Committee, which post he resigned on his 
appointment as honorary assistant ophthalmic surgeon 
to the North Staffordshire Royal Infirmary in 1922, 
holding this position until his retirement in 1927. Up 
to the time of his lamented death he was acting as 
ophthalmologist to the Education Committees of Market 
Drayton and Congleton, in addition to carrying on a 
private practice. Dr. Lawrie was an active member of 
the British Medical Association and of the North Stafford- 
shire Medical Society, before which he only recently read 
a paper on oxalic acid poisoning. He is survived by his 
widow and two daughters, who, together with the whole 
profession of the district, mourn the loss of a man of 
ascetic tastes and with the highest principles, which he 
succeeded in putting into practice throughout a long 
career of devoted service to the sick poor, by whom he 
will be sorely missed and who flocked to his graveside 
in Hartshill Cemetery. EHR 


The news of the death of Dr. ALLAN FREER RUTHERFORD 
at Overstrand, Norfolk, where he went in 1931 on his 
retirement, has been received with great regret by his 
former colleagues in Barrow-in-Furness, where he had 
practised for over thirty years. He was born in 1869, 
the son of Dr. James Rutherford, medical superintendent 
of the Crichton Royal Institution, Dumfries, one of the 
pioneers of the modern treatment of insanity in Scotland. 
He graduated at Edinburgh in 1890, and after holding 
various house appointments at the Sheffield Royal Infir- 
mary began practice at Barrow in 1900. He took an 
active part in the medical life of the town, and was surgeon 
to the North Lonsdale Hospital from 1907 to 1930, 
thereafter becoming consulting surgeon. A member of the 
British Medical Association for forty years, he served on 
the Executive Committee for a long time, was chairman 
of the Furness Division in 1910, and president of the 
North Lancashire and South Westmorland Branch in 1920. 
For many years he was secretary to the Barrow Clinical 
Society, which he had helped to found. This society, 
which met in rotation in the homes of its various 
members, combined with medical work a pleasant amount 
of social intercourse, and did much to foster good relations 
among the doctors in Barrow, and its success was 
very dear to Rutherford’s heart. Amongst the other 
outlets for his remarkable energy Dr. Rutherford found 
time while carrying on a busy practice to take a keen 
interest in ambulance teaching ; in recognition of this he 
was made an Honorary Serving Brother of the Order of 
St. John of Jerusalem. He was a member of the Barrow 
Town Council from 1924 to 1927. With the rank of 
major he served throughout the war, at first with the 
Ist / 4th King’s Own Regiment as medical officer in France, 
and later in charge of ambulance trains in France and in 
Italy. The writer of these notes acted as Dr, Rutherford’s 
assistant for some years, and later was his partner. He 
looks back on those years as amongst the happiest he has 
spent: nothing could have been kinder than the treatment 
he received. Rutherford was of the best type of general 
practitioner, beloved by his patients and on the best of 
terms with his medical colleagues. R.A. J.H. 


We regret to announce the death on April 29th at 
Bournemouth uf Dr. Witt1AM D’OyLy GRANGE, formerly 
of Moffat, and then for many years a prominent figure 
in the medical world of Harrogate. The son of Major 
C. W. Grange, 49th Canadian Rifles, he was born in 1853 
in the West Indies, and studied medicine at the Univer- 
sity of Edinburgh, graduating M.B. in 1874 and proceeding 
M.D. in 1880. After holding the post of house-surgeon at 
the Royal Infirmary, Edinburgh, he practised for twenty 
years at Moffat, during which time he became surgeon 
major of the 3rd Volunteer Battalion King’s Own Scottish 
Borderers, and wrote a small work on Moffat and its Mineral 
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Waters. He was also medical officer of health for the 
district. Dr. D’Oyly Grange moved to Harrogate in 1895, 
and at once interested himself closely in the medicinal 
waters, publishing an illustrated handbook to the baths 
and springs of Harrogate. He was for some time actively 
associated with the Harrogate Infirmary, and was presi- 
dent for a year of the Harrogate Medical Society ; he had 
also held the presidential chair of the Harrogate Literary 
Society, and during the war acted as medical officer at the 
Ripon Camp. He retired to Bournemouth in 1924, and 
had enjoyed good health until a heart attack three or four 
weeks ago. Dr. Grange joined the British Medical Asso- 
ciation as long ago as 1875, and only resigned a few 
years ago by reason of old age. He leaves a widow, 
two sons, and a daughter, one of his sons being Mr. 
Charles D’Oyly Grange, F.R.C.S., surgeon to the 
Harrogate and District General Hospital and the Royal 
Bath Hospital. 


The death took place in a Glasgow nursing home on 
April 27th of Dr. JaMes Swanson, a well-known medical 
practitioner in Glasgow and former professor of biology at 
St. Mungo’s College. Dr. Swanson, who was born in 
1856, graduated M.A. at Glasgow in 1881, and after a 
medical course at that university took the degrees of 
M.B., C.M. in 1890. In 1896 he joined the Royal Faculty 
of Physicians and Surgeons as a Fellow, and after some 
time as lecturer on botany in Glasgow University became 
professor of biology at St. Mungo’s College, attached to 
the Royal Infirmary. He was the author of several books 
for the use of students, including a Guide to Botany, 
Guide to Advanced Botany, Notes on Botany, and a 
Guide to Physiology. His son, Dr. George Swanson, is 
a surgeon in Glasgow. 


Dr. Cectt BENNETT, who died at Westergate, Sussex, on 
April 20th, while on sick leave, had spent most of his 
professional life in China, and at the time of his death 
held the appointment of medical superintendent of the 
Shanghai General Hospital. Born at Ipswich in 1881, he 
was educated at the Queen Elizabeth Grammar School 
and St. Thomas’s Hospital, obtaining the diplomas 
M.R.C.S., L.R.C.P. in 1906. He went out to China and 
served with the Red Cross during the rebellion of 1911, 
and later supervised, with the aid of French nuns, the 
isolation hospital at Chi-fu during the extensive epidemic 
of pneumonic plague. He was then appointed port health 
officer at the Woosung Forts, Shanghai. During the war 
Dr. Bennett served in France and with the expeditionary 
force on the Salonika front. With the end of the war he 
returned to China, and for the last ten years had been 
medical superintendent of the General Hospital in the 
Soochow Road, Shanghai. Dr. Bennett’s devoted labours 
inflicted a strain upon his physical powers which has now 
resulted in his untimely death. 


Dr. THOMAS LAMBERT Lack died on April 17th at the 
great age of 93, and thus a familiar figure in Mid-Norfolk 
for seventy years passes out of sight. He was born at 
Swaffham in 1842, and went to Hamond’s School in that 
town. He studied medicine at King’s College Hospital 
when Lister’s name was unknown there, taking the L.S.A. 
in 1868 and the M.R.C.S. a year later. After working as 
an assistant in the West of England and at Swaffham, 
Dr. Lack moved to Hingham, near Attleborough, where 
he continued in private practice for some fifty years, 
counting among his patients and friends most of the well- 
known families in the villages of that part of Norfolk. 
From 1876 to 1928 he was medical officer of health for the 
Forehoe district, and for twenty years he sat on the 
Wymondham Bench as a justice of the peace. He joined 
the British Medical Association in 1870 soon after quali- 
fying, and remained in active membership for fifty-eight 
years ; he had also been president of the Norwich Medico- 
Chirurgical Society. Right up to the end of his long life 


Dr. Lack had good health, and he could enjoy a day’s 
shooting until the age of 87. 


Dr. Isaac TayLor, who died suddenly at his home in 
Beeston Hill, was one of the best-known general practi. 
tioners in Leeds. He took the M.R.C.S., L.R.C.p. in 
1898, and graduated M.B.Lond. in 1899. He had been 
the medical officer and public vaccinator for Holbeck 
and was honorary medical officer of the Holbeck and 
Hunslet District Nurses’ Homes. For the last twenty years 
he had been engaged in active practice. He was elected 
a member of the British Medical Association in 1910, He 
was on the committee of the Leeds and County Cop. 
servative Club, and was a well-known Freemason. Dp, 
Taylor leaves two daughters, one of whom is a doctor, 


The death took place on April 28th at Edinburgh of 
Dr. JAMes Gipson CatTTraNacH, who was well known to 
many generations of Edinburgh medical students as 
assistant successively to Sir Thomas Grainger Stewart 
and to Professor John Wylie in the chair of medicine. He 
was born at Edinburgh in 1852, and after education 
at the High School there engaged in business in London, 
Deciding somewhat later in life than is usual to study 
medicine, he returned to Edinburgh, and after a medical 
course at its university graduated M.B., C.M. with dis. 
tinction in 1893 when over 40 years of age. He inter. 
ested himself greatly in student life and became president 
of the Royal Medical Society. After graduation he was 
appointed assistant to the professor of medicine and 
clinical tutor in the Royal Infirmary, a post which he 
retained for many years. Dr. Cattanach was for a time 
also assistant physician in the Deaconess Hospital. 
Joining the Royal College of Physicians of Edinburgh 
as a Member in 1896, he was elected a Fellow in 1898. 
Although he never attained a large practice, he was a 
well-known figure at medical and other social gatherings, 
and among societies of which he was a prominent member 
were the Monks of St. Giles, the Pen and Pencil Club, 
and the Scottish Arts Club. He is survived by two 
daughters. 


Medico-Legal 


THE M‘NAGHTEN RULES AGAIN 

Rex v. Douglas Burton 
On April 30th Douglas Burton, a book reviewer, was 
found guilty of murder but insane, and was ordered to 
be detained during the King’s pleasure. The trial gave 
a significant illustration of the conflict between the 
‘* M‘Naghten rules,’’ which are the legal test for criminal 
responsibility, and modern scientific knowledge of mental 
disorder. 

After a quarrel at the studio of some mutual friends, 
Burton leapt at a young man called Bose and struck him 
repeatedly over the head with a sculptor’s hammer. 
Bose, who had an abnormally thin skull, fell uncon- 
scious and died in hospital next morning. It was said in 
evidence that Burton’s rage had been caused by learning 
that Bose had blacked the eye of his mistress, although 
Burton did not know the woman very well. A good deal 
of light was thrown during the trial on Burton’s mental 
constitution. He had started to study theology and medi- 
cine in turn, but had abandoned both to follow literature. 
Being disappointed at failing to win the love of a Belgian 
woman who had preferred his brother, he was said to have 
lain motionless for two or three hours on his bed, to have 
expressed murderous feelings towards his brother and the 
woman, and to have seemed quite irresponsible. Later 
in Hamburg he was treated in a mental home, and on 
another occasion he turned deathly white, heated a poker, 
and burnt a deep groove on his forearm to represent the 
initial ‘‘ I ’’ of his brother’s wife’s name. Shortly before 
the tragedy he had looked a ‘‘ very curious ’’ colour; 
his veins were standing out, his pupils were dilated, and 
he was restless and ill. ‘ 

He was said to be very worried about a woman with 
whom he was in love. Passages were read from a letter 
in which he had said that if they were living together 
he would kill her at the end of a few days. To his brother 
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he wrote: ‘‘ My life has become an almost continuous 

stasy, and an unearthly exaltation fills me almost night 
ber day. I can lie the whole night through filling the 
sr with shouts of laughter or just shivering with 
rapturous memories.’’ To his father he wrote: ‘* Some- 
times my head is an impenetrable fog. Sleep was a kind 
of death from which I could not wake and which would 
last eighteen hours.” A fortnight before the tragedy he 
had written: ‘‘ One cannot go on indefinitely straining 
at the leash. If my leash snaps I shall just run amok 
or commit a social crime. [f it is a man’s duty to kill, 
if there is a real moral obligation for murder, as I believe 
there is, then is it really murder whether the victim be 
a person disliked or an enemy of the State? You see I 
am getting impatient. . . Perhaps I am what modérn 
sychologists would call a neurotic.’’ He had complained 
of seeing the head of an Indian coming towards him, 
meaning to kill him. The rooms in which he lived were 
in a much filthier condition than the worst of slums ; 
there was litter all over the place and a wisp of greyish 
hair was fastened to one wall. He had on one occasion 
assaulted a complete stranger in the street and struck 
him savagely in the face without provocation. 

Dr. H. A. Grierson, senior medical officer of Brixton 
Prison, said that he had seen no sign of insanity in 
Burton, but that the prisoner was not an ordinary normal 
person but a man of passionate tendencies and impulsive 

elings. 

2 Graves, superintendent of the Birmingham 
Mental Hospital, said that he had examined Burton in 
Brixton Prison and found him to be suffering from 
sinusitis, which would have the effect of clouding his 
normal consciousness and disturbing his intellectual life. 
His symptoms were those of mania ; he had flight of 
ideas, and when he took up the hammer he was, in Dr. 
Graves’s opinion, insane in the legal sense. 

Mr. H. G. Bedford-Russell also said that Burton was 
suffering from sinusitis in a masked form, which might 
have an explosive effect on the brain and cause him to 
lose control of himself at short periods. 


THE SUMMING-UP 


Mr. Justice Finlay, summing up, said that the cele- 
brated passage in which legal insanity hed been defined 
(the M‘Naghten rules) had been a good deal criticized in 
modern times but had the great merit that it was not 
dificult for a jury to understand and apply. The crime 
was beyond question murder unless Burton was not 
responsible for what he did. The prisoner was_ un- 
doubtedly suffering from a disease of the mind, but the 
jury had also to be satisfied that the defect of reason was 
such that he did not know what he was doing or, if he 
did, that he did not know it was wrong. The jury, 
before giving a verdict, returned to court and put the 
following question to the judge: ‘‘ If Burton knew per- 
fectly well what he was doing, but owing to mental dis- 
turbance was totally unable to control his actions, would 
this be a case of manslaughter?’’ The judge replied that 
it would not, and that ‘‘ uncontrollable impulse ’’ had no 
place in the law. The jury thereupon returned a verdict 
of guilty but insane. 

COMMENT 


It seems obvious from the evidence that Burton was, to 
use a colloquialism, ‘‘ as mad as a hatter.’’ It is also 
difficult to see on the evidence how the jury could have 
believed that he did not know what he was doing, though 
the proposition that he did not know that it was wrong 
was perhaps supported by some of the remarks which 
were quoted from his correspondence. The jury may 
have regarded the case as well within the M‘Naghten 
tulss, but the question they put to the judge before 
giving their verdict suggests that they had before their 
mind the fact, which is amply supported by medical 
science but ignored by lawyers because of an authority 
ninety years old, that mental disease often causes patients 
to commit crimes with full knowledge of what they 
are doing, that their act is a crime, but that they 
are without the power to resist an overwhelming flood 
of primitive emotion let loose by the breaking down of 
the barrier which normally confines it. When the death 


penalty was exacted for petty larceny the refusal of 
juries to convict according to the evidence forced Parlia- 
ment to alter the law. The legal rules governing criminal 
responsibility may have to be altered for the same reason 
unless those in authority are willing to take the initiative 
in the amendment. 


Universities and Colleges 


UNIVERSITY OF OXFORD 


In Congregation on May 5th Sir Farquhar Buzzard, Regius 
Professor of Medicine, introduced a statute creating an 
Institute of Experimental Psychology in the University. He 
said that the need for such a foundation had long been felt, 
and a committee of the General Board drew up seven years 
ago a report, which the council approved but could not put 
into effect because of financial stringency. The position had 
now been improved by an anonymous donation of £10,000, 
and by an allocation from the Rockefeller trustees of £500, 
together with £150 per annum for the next five years. Under 
the terms of the donation the first director of the new 
Institute would be the Wilde Reader in Mental Philosophy, 
Dr. William Brown. 


UNIVERSITY OF CAMBRIDGE 


Joseph Stanley Mitchell, M.A., M.B., B.Chir., who holds a 
Beit Memorial Fellowship for Medical Research, has been 
elected into a fellowship at St. John’s College. 

At a congregation held on May 2nd the following medical 
degrees were conferred : 

M.D.—*Sagarajasekaran Tyagaraja, J. Gray. 

M.Curr.—R. N. Payne. 

M.B., B.Cutr.—J. S. Richardson, J. R. Rose. 

M.B.—M. K. Martyn. 

B.Cuir.—*F. Braithwaite. 

* By proxy. 


UNIVERSITY OF GLASGOW 


The Secretary of State for Scotland announces that the office 
of Regius Professor of Practice of Medicine in the University 
will become vacant on July Ist on the resignation of Professor 
T. K. Munro. Applications for the chair, accompanied by 
two copies of recent testimonials, should be addressed to the 
Private Secretary, Scottish Office, Whitehall, London, S.W.1, 
and should reach him not later than May 30th. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


A meeting of the Royal College of Physicians of London was 
held on April 30th, with the President, Lord Dawson of Penn, 
in the chair. 

Fellowship 


The following were elected Fellows of the College: 


Frederick William Price, M.D.Ed. ; Harold Campbell Parsons, 
M.D.Tor. (Toronto) ; James Clark, M.D.Aberd. (Sheffield) ; Otto 
May, M.D.Camb.; Henry Charles Gustave Semon, M.D.Oxf.; Harold 
Black, M.D.Belf. (Birmingham) ; Henry Owen West, M.D.Lond. ; 
Eric Wordley, M.C., M.D.Camb, (Plymouth) ; Dorothy Christian 
Hare, C.B.E., M.D.Lond. ; Charles Brehmer Heald, C.B.E., M.D. 
Camb.; Arthur Hillyard Holmes, M.D.Manch. (Manchester) ; Charles 
Titterton Maitland, M.D.Lond. ; Lieut.-Colonel and Brevet Colonel 
Robert Cecil Priest, M.D.Camb., K.H.P., R.A.M.C. (Egypt) ; 
Lawrence Paul Garrod, M.D.Camb.; Kenneth Harry Tallerman, 
M.C., M.D.Camb. ; Redvers. Nowell Ironside, M.B.Aberd ; Reginald 
Cyril Lightwood, M.D.Lond. ; Lieut.-Colonel Ambuj Nath Bose, 
M.B.E., M.B.Calcutta, I.M.S. (India) ; William Innes Gerrard, 
O.B.E., M.D.Aberd. (Hong-Kong); Ernest Bulmer, M.D.Ed. 
(Birmingham) ; John Thornton Ingram, M.D.Lond. (Leeds) ; 
Philip Montagu D’Arcy Hart, M.D.Camb.; Eric Alfred Blake 
Pritchard, M.D.Camb. ; Major Sohan Lal Bhatia, M.C., M.D.Camb., 
I.M.S. (Bombay); Joseph Tegart Lewis, M.D.Belf. (Belfast) ; 
Charles Paton Blacker, M.C.. M.D.Oxf.; Edwin Charles Warner, 
M.D.Lond. ; John Greenwood Wilson, M.D.Lond. (Cardiff) ; William 
Hofmeyr Craib, M.C., M.D.Camb. (Johannesburg) ; Charles Bruce 
Perry, M.D.Bristol (Bristol) ; Eric Newmarch Allot, M.B.Oxf.°; 
Hector Kenneth Goadby, M.D.Camb.; Leonard Findlay, M.D. 
Glas. ; John Gordon Thomson, M.B.Ed.; Derek Ernest Denny- 
Brown, M.B.New Zealand ; and, under By-law XXXVIII (b), Sir 
Frederick Grant Banting, K.B.E., M.C.. F.R.S. (Toronto) ; Henry 
Havelock Ellis. L.S.A.; and Robert Thomson Leiper, M.D.Glas., 
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UNIVERSITIES AND COLLEGES 


Tr 
Mepical 


Lord Dawson of Penn was re-elected as representative of the 
College on the Governing Body of the British Post-Graduate 
Medical School. 

Sir Bernard Spilsbury will deliver the Croonian Lectures on 
‘The Doctrine of Inflammation’’ at the College on May 
19th, 21st, and 26th, at 5 p.m. 


Membership 
The following were admitted Members of the College: 


Douglas Anderson, M.B.Sydney, Charles Gaffney Baker, M.B. 
Lond., Bawa Ishar Singh Bhalla, M.B.Punjab, Edward Eric Keith 
Bottomley, M.B.Melb., Surgeon Lieutenant Commander Thomas 
Latimer Cleave, R.N., Maurice Coke, L.R.C.P., Arthur Claud Ely 
Cole, M.B.Camb., Joseph Doupe, M.D.Manitoba, John Ewart Edson, 
M.B.Sheff., Thomas Russell Cumming Fraser, M.B.New Zealand, 
Rupert Montgomery Gordon, M.D.Dub., Isaac Henry Gosset, 
B.M.Oxon, Cedric Culy Harvey, M.B.Lond., Robert Roger 
Henderson, M.B.Lond., David Elvet Vaughan Jones, M.D.Lond., 
Harold Witcomb Everley Jones, M.B.Lond., Brian McArdle, M.B. 
Lond., Laurence Cleveland Martin, M.B.Camb., Ivy May Massick, 
M.B.Punjab., Kenneth Sibley May, M.D.Lond., Maurice Henry 
Pappworth, M.B.Liverp., Clifford Gregory Parsons, M.B.Camb., 
John Erskine Grayhurst Pearson, M.B.Oxf., David Shaw, M.D. 
Lond., William Fletcher Shaw, M.D.Manch., Roy Mackenzie 
Stewart, M.D.Ed., Tryambak Hari Tulpulé, M.B.Bombay, John 
Michael Vaizey, M.B.Camb. 


Licences 


Licences to practise were granted to the following candi- 
dates: 

Subrahmanyam Alankaram, G. A. Armstrong, J. D. F. Armstrong, 
G. H. Baines, H. C. W. Baker, D. R. Balcombe-Brown, S. Ball, 
J. M. Barnes, G. S. Barradell-Smith, R. H. Barrett, E. A. Beet, 
E. D. Belbin, A. M. Best, T. F. Bostock, C. M. Bowker, J. D. 
Bradley-Watson, R. F. Braithwaite, R. H. W. Britton, J. M. Brown, 
J. W. F. Brown, I. S. Buchanan, S. C. Buck, G. D. Channell, 
S. H. C. Clarke, J. W. Clegg, J. C. Coates, B. Cohen, J. O. Collin, 
Ellen M. T. Collis, J. O. Creighton, J. W. Crofton, Nuala F. T. 
Crowley, S$. Curwen, B. K. Das Gupta, S. K. Das Gupta, ok: 
Dastur, L. E. C. Davies, W. H. Davies, F. C. Deller, Hilda S. F. 
de Peyer, P. A. Diemer, H. G. Dowler, T. P. Eddy, P. Emmerson, 
C. H. C. Ferguson, J. P. Fox, W. G. France, Joan R. Franklin, 
©. M. Galal, R. E. Gibson, D. L. H. Goddard, P. W. D. Goddard, 
J. B. M. Green, Eileen P. Gretton-Watson, J. A. T. Griffiths, 
A. B. Hamer, M. S. B. A. Hamid, K. H. Harper, E. W. Hart, 
G. A. Hart, L. Heasman, L. Henig, G. E. Hesketh, J. F. Heslop, 
M. C. B. Heyns, J. D. N. Hill, W. A. T. Hill, R. A. Hoey, 
L. R. Holt, A. C. Houghton, O. Hughes, K. I. Hulbert, G. A. 
Jackson, T. G. S. James, J. A. R. Johnson, P. P. Jonescu, 
W. H. Jopling, H. Josephs, L. B. Joshi, M. A. Kader, L. U. Kamm, 
D. D. Keall, R. G. M. Keeling, W. W. B. Kelly-Wiseham, 
D. Kendall, B. S. Kent, W. E. Kershaw, D. M. Leiberman, 
S. A. H. Lesser, D. G. Levis, S. W. Longthorne, A. A. Lovell, 
C. R. Lowe, G. Lowe, D. H. G. MacQuaide, E. B. P. Madden, 
J. A. Mansi, M. S. Marks, K. H. A. Marshall, J. Mason, B.-A: Bi: 
Matthews, W. V. Maughan, N. E. Mawby, H. K. Meller, G. D. N. 
Milne, J. S. Minett, D. C. Moore, J. T. Murray-Aynsley, Alice L. 
Musgrave, R. T. K. Nayar, Lucy M. B. Nelson, J. H. L. Newnham, 
W.S. A. Oakes, K. J. O’Connor, Sushila N. Paranjpe, W. J. Parks, 
B. G. Parsons-Smith, W. J. E. Phillips, J. W. Pierce, C. G. L. Pile, 
F. E. Pitt-Payne, Faith C. Poles, E. D. Pond, Lena F. G. 
Priestman, J. M. Ranking, E. W. Rees, A. Reeves, A. H. M. Richards, 
Gwen Richards, Lily Rivlin, J. Ll. D. Roberts, W. W. Roberts, 
S. Rosof, G. R. Royston, D. M. Samuel, S. H. Samuel, J. W. R. 
Sarkies, M. Schalat, G. E. B. Scott, Mary Scott, D. R. Seaton, 
R. G. Silver, M. R. Singh, C. H. Smith, G. C. Smith, H. P. R. 
Smith, J. I. M. Smith, Edith M. Spencer, A. H. M.-K. Tabatabai, 
A. K. Talwalkar, G. K. Taylor, R. D. Teare, O. H. J. M. Telling, 
S. F. Thomas, R. M. Thornton, P. H. Tooley, R. F. Townsend, 


P. fj. M. Wright, C. A. Young. 


Diplomas 

The following diplomas were granted, jointly with the Royal 
College of Surgeons of England: 

Dietoma IN TropicaL Mepicine aND Hyarene.—J. K. Adranvala, 
H. AIL-T. Al-Farouki, A. G. W. Branch, E. J. Bury, R. Calderwood, 
G. J. Carr, B. K. P. Choudhury R. L. Crook, J. G. Dickson, 
R. C. Dolly, E. Farrell, E. A. Fernando, W. A. Fitzherbert, H. C. 
Foster, A. F. Fowler, R. R. Gharekhan, D. A. B. Hopkin, 
S. H. O. Jones, O. Khairat, A. G. Kulkarni, E. A. Lawrence, G. K. 
Lim, J. B. Lobo, G. W. McAleer, J. S. McGregor, Oonnunniamma 
Matthai, H. Most, K. C. Priddy, E. G. Pyne, S. Rajendram, 
M. S. Rao, J. D. Reid, W. H. Schokman, P. B. E. Senewiratne, 
M. J. Shah, Violet R. Sharp, D. A. Smith, D. S. Smith, J. R. C. 
Spicer, M. Theodoulou, V. Thorne-Thorne, S. R. Verma, Tatjana 
von Haebler, E. L. Wickremeratne. 


Dretoma iN AnagstHetics.—J. Berkson, S. Geddis, F. W. Green, 
G. Litites. 

Diplomas in Child Health were granted, jointly with the 
Royal College of Surgeons, to the nineteen candidates whose 
names were published in the report of the meeting of the 
Royal College of Surgeons of England in the Journal of 
April 18th (p. 824). 


SOCIETY OF APOTHECARIES OF LONDON 


The following candidates have passed in the subj indi 
cated: 
SurGery.—O. H. Galloway, L. Gottlieb, M. G. H 
Mukherjee, M. A. Partridge, E. C. Randell, C. = Jones, N. 
Tobin. 
Mepicine.—B. Jensen, P. D. Lynch, E, C. 
J. W. Thomas. Randell, 
*ORENSIC Mepicine.—B. Jensen, P. D. Lynch, E. 
W. Smithies, J. W. Thomas. Randell 
Mipwirery.—C. L. Blacklock, J. T. Boocock, E. R. B 
Muxherjee, E, C. Randell, F. Schwartz, H. M. Sinclair 
Williams. 
The following candidates, having completed the Final 
Examination, are granted the Diploma of the Society entitlip 
them (upon registration under the ,Medical Acts) to practise 
medicine, surgery, and midwifery: M. G. H. Jones, P, p 
Lynch, M. A. Partridge, E. C. Randell, H. W. Smithies. 


Medical Notes in Parliament 
[FROM oUR PARLIAMENTARY CORRESPONDENT] 


The House of Commons this week discussed the Civil 
List for the new Reign and Supplementary Estimates for 
the Navy. The report stage of the Voluntary Hospitals 
Bill was set down for May 8th. 

The Parliamentary Medical Committee met on May 
4th, Sir Francis Fremantle presiding, and discussed the 
medical branches of the Defence Services under the new 
co-ordination of defence. 

The Midwives Bill, having passed second reading on 
May Ist, will be taken in Standing Committee on May 
12th and subsequently. Sir Francis Fremantle, Dr, 
Howitt, and Captain Elliston have been added to the 
committee. 

In the House of Commons, on May 4th, a Select Com- 
mittee of seven members was appointed to join with the 
committee appointed by the House of Lords to consider 
the Public Health Bill (Lords). The members appointed 
included Sir Trancis Fremantle and Mr. Shakespeare. 

During further discussion of the Shops (Sunday 
Trading) Bill on report by the House of Commons on 
May Ist the House carried by 120 to 61 an amendment 
dealing with the opening of chemists’ shops on Sundays. 
Mr. Geoffrey Lloyd, for the Government, said this amend- 
ment was the result of an ogreed compromise, and very 
restricted in character. It applied only to chemists’ shops 
which had to open on Sunday under contract, and only 
to qualified assistants employed for not more than two 
hours on alternate Sundays. 


Midwives Bill 


Sir Krxcstey Woop moved the second reading of the 
Midwives Bill in the House of Commons on April 30th. He 
said its purpose was to establish an adequate service of 
salaried and trained midwives, which every expectant mother, 
whatever her circumstances, should be able to obtain. The 
Bill was also designed to raise the status of the midwifery 
profession by providing adequate salaries and sure prospects, 
and to ensure further facilities for instruction. 


The Case for a Salaried Service 


The case for the Bill was based on results already obtained 
through the services of salaried midwives who worked under 
close supervision. Where such services were provided by the 
salaried midwives of voluntary hospital and nursing associa- 
tions the maternal mortality rate was well below the national 
rate. The Queen’s nurses and village nurse-midwives attended 
over 60,000 confinements every year in the homes of patients, 
and the average mortality in these cases over ten years Was 
about 2 per 1,000 births, compared with the figure for 
England and Wales generally of just over 4 per 1,000 births. 
In West Ham, with a population of 276,000, the average 
maternal mortality rate during the ten years 1924-33 was 
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only 2.48 per 1,000 births. During 1934, of 2,823 confine- 
ments in the homes of West Ham women, 1,924 were con- 
ducted by the salaried midwives of the voiuntary organiza- 
tions, 262 by independent midwives, and 637 by doctors. The 
organization which provided the service of salaried midwives 
worked in co-operation with, and received financial support 
from, the local authority. Sir Kingsley went on to say that 
the midwifery service in this country at the moment was by 
no means satisfactory. Except in a small minority of 
instances the practice of the independent midwife did not 
afford a living wage, and a reasonable livelihood was often 
obtained by attendance on an unreasonable number of cases, 
ving much physical and mental strain. There were 
too many “ part-timers.’’ Midwives continued to practise 
from necessity when they were past thtir work. There 
was nothing to prevent numbers of unqualified women 
from attending and charging for attendance as maternity 
nurses on women in childbirth. There was lack of co- 
ordination between the work of the independent midwives 
and the health services in many areas. His proposals did not 
reflect upon the admirable work done by the competent inde- 
ndent midwife ; he hoped the proposals would bring sub- 
stantial improvement in her general condition. A salaried 
service would bring midwives into close association with 
public health services, and would for the midwife herself 
remove anxiety concerning personal income and provision for 
holidays, and bring a better allocation of time, ensuring 
adequate attendance on the patient and, he hoped, a higher 
standard and better training all round. 


invol 


The Proposals Under the Bill 


After a careful consideration of the recommendations from 
the General Council on Midwifery, the Bill proposed to 
entrust the organization of the new service to the local 
authorities who were local supervising authorities under the 
Midwives Act. The new service would thereby be organized 
on a wide and comprehensive basis, and mothers, in urban 
areas at any rate, would have, so far as possible, a choice 
of midwife. Each local supervising authority was required 
to secure the whole-time employment of sufficient midwives 
for attendance not only as midwives, but as maternity 
nurses, to meet the needs of the area for domiciliary mid- 
wifery, and the local authority would carry out this duty by 
making arrangements with voluntary organizations, or, where 
necessary, by itself employing midwives. Co-operation with 
the doctors and with voluntary hospitals and agencies was 
essential for success, and he was confident it would be forth- 
coming. Co-operation with ante-natal clinics was no less 
important .where the local supervising authority was not a 
maternity and child welfare authority. 

One of the difficulties in London would be to work out a 
scheme to include the services of salaried midwives already 
provided by voluntary hospitals. These services took no 
account of borough boundaries, and midwives working for 
voluntary hospitals in London might work for three or four 
different boroughs. It was therefore essential that arrange- 
ments in London should be entrusted to a body which could 
plan for London as a whole. About 25 per cent. of the 
confinements in London took place in London County Council 
hospitals, in which ante-natal clinics and specialists in all 
branches of maternity work were available. Salaried mid- 
wives appointed by the L.C.C. would have this fine service 
at their back, and could enlarge their experience by duty 
in hospital when not engaged in domiciliary work. One of 
the principles of the Bill was to ensure that efficient voluntary 
organizations should have an adequate share in local co- 
ordinated schemes. When the Bill was passed all organiza- 
tions which employed salaried midwives must at once be 
consulted by the local supervising authority about the arrange- 
ments for the new service. The voluntary associations would 
have the right if dissatisfied to make direct representations 
to the Minister of Health, who had power to direct the 
authority to make proper arrangements to secure that the 
services of voluntary organizations should be fully used, to 
see that proper agreements were entered into and _ proper 
payments made, so as to secure an adequate service and also 
extensions wherever desirable and practicable in the work of 
the associations. 

The local authority would fix the salaries of midwives 
employed by them, and the fees to be charged for their 


services. In recovering such fees they would have regard to 
the financial circumstances of each patient. The salaries of the 
midwives and the fees to be charged in relation to the work 
of voluntary associations would be a matter of negotiation 
between the local authority and the voluntary organization, 
but the authority would be asked to fix its grant to voluntary 
organizations on a basis to ensure that the salaries and fees 
would correspond closely to those adopted by the local 
authority. A midwife practising at the present time could 
apply for a salaried post under the Bill or could continue 
in an independent practice if she desired. If she surrendered 
her certificate within three years of the coming into operation 
of the scheme she would receive compensation equivalent -to 
three times her average annual emoluments for the three pre- 
ceding years. The local authority could call upon an old 
or infirm midwife to retire, in which case she would receive 
as compensation a sum equal to five times the net annual 
value of her practice during the three previous years. If 
such a midwife objected to retirement she would be able 
to appeal to the Minister of Health. Any midwife dissatisfied 
with the amount of her compensation was able, under the 
Bill, to appeal to the county court. In suitable cases the 
local authority instead of paying compensation in a lump 
sum could purchase for the midwife an annuity terminable 
at the age of 70, or at death if that occurred before she 
reached that age. A number of the midwives who were 
appointed in this service would, in the course of time, rise 
to the post of supervising midwife. Arrangements were also 
provided which would enable midwives to keep up to date 
by attending refresher courses. The receipt of compensation 
or the payment of an annuity under the Bill would in no 
way affect the title of the midwife to a contributory pension. 


The “‘ Unqualified’’ Midwife 

The Bill took power to deal with unqualified persons. 
At present any unqualified woman might nurse a patient in 
confinement if a doctor had been engaged and if she worked 
nominally under his supervision and direction. Such employ- 
ment was dangerous both to the mothers and to the children, 
and had been unanimously condemned by the Departmental 
Committee. The Bill empowered the Minister of Health in 
any area or county district when an adequate salaried mid- 
wifery service was in being, but not before, to make an Order 
under which it would be an offence for any person neither 
a midwife nor a registered nurse to receive remuneration for 
attending as a nurse a woman in childbirth, or at any time 
during the ten days immediately after the birth. The Bill 
did not prejudice the position of medical practitioners. The 
general practitioner would benefit when the provisions of 
Clause 6 became operative, as he would always be sure of 
the assistance of a certificated midwife. At present he had 
to rely in many cases upon the service of an untrained woman. 
In areas where such a course was customary mothers would 
continue to engage doctors for their confinement. It was 
intended that not only the doctor, but the mother, wherever 
possible, should have a free choice of midwife to act as 
maternity nurse, and that nothing should be done to interfere 
with her preference for a particular doctor. Sir Kingsley 
added that he relied upon the good will and co-operation of 
the general practitioners of the country, which was essential 
for the success of the Bill. 

Sir Kingsley Wood went on to explain the finance of the 
measure. The Bill put two main obligations upon the local 
authorities: (1) to provide or to secure provision of a service 
of salaried midwives, and (2) to pay compensation to midwives 
as set out in the Bill. Grants from the Exchequer would 
assist in both cases. The liability to pay compensation was 
not permanent to local finance, and the Bill proposed that 
the authorities should receive a grant from the Exchequer 
equal to 50 per cent. of the compensation paid in each of the 
three years. The obligation to support the service of salaried 
midwives was permanent. When the system of block grants 
to the Public Health Services was introduced in 1929 the 
House took the precaution by Section 135 of the Act to 
declare that in the event of material additional expenditure 
being imposed on local authorities by institution of an 
increased service contributions should be provided by Parlia- 
ment. Clause 4 of the present Bill contained temporary pro- 
visions for that purpose, and in due course a permanent 
addition would be made to the block grant. During the 
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preliminary period of five years the grant to each local 
authority would be directly related to its own expenditure, 
and also to its capacity to meet that expenditure. The total 
Exchequer assistance to the new service would be approxi- 
mately half the total additional cost, but the grant to each 
authority would be scaled up or down in proportion to the 
needs of the area. 
Labour Comment 


Mr. ARTHUR GREENWOOD, a former Minister of Health, 
followed on behalf of the Labour Opposition. He said that 
he regretted that Sir Kingsley Wood had not produced wider 
proposals. He welcomed the Bill for what it was worth, but 
it was very restricted in character. It slightly extended the 
existing law by making it a little easier for local authorities 
to carry out powers which they already possessed. In the 
case of rearmament the Government thought in terms of an 
additional expenditure of £300,000,000, but in this problem 
they thought in terms of pence. The financial memorandum 
attached to the Bill said that ‘‘ the total additional expendi- 
ture of the authorities may ultimately amount to approxi- 
mately £500,000 per annum.’’ Of the deaths of 3,000 mothers 
in childbed each year in England and Wales half could be 
prevented. The House of Commons was responsible for the 
murder of 1,500 mothers every year. Even worse socio- 
logically was that the factors responsible for the deaths of 
these mothers left their mark on other mothers who lingered 
on. Maternal morbidity was as important as maternal 
mortality. Poverty-stricken West Ham, one of the oldest 
Labour boroughs in the country, had never stinted expendi- 
ture on public health services, and although circumstances 
there were as bad as could be the maternal death rate and 
maternal damage rate were only half what they were in the 
rest of the country. The East End Maternity Hospital dealt 
with people whose social environment was not what it ought 
to be. In the seven years from 1921 to 1928 there were 
17,500 confinements in that hospital, and the death rate 
was 0.68 per 1,000—less than one-sixth the average rate for 
the country. What that hospital and West Ham could do 
ought to be done by the country as a whole. A diminution 
in the maternal death rate meant a diminution in the damage 
rate. In a follow-up of 2,000 mothers who had attended an 
ante-natal clinic in Edinburgh 30 per cent. were found to be 
suffering from complaints and disabilities which required 
treatment. If that was typical for the country as a whole— 
which he did not know—it meant that for every mother who 
died sixty-five suffered impairment of health as a result of 
pregnancy and confinement. 


Malnutrition and Maternal Mortality 


Sir Francis Fremantle would say that maternal mortality 
was not a special affliction of the poor. They knew it was 
not, but poverty had a bearing on the problem. The Govern- 
ment could not go on denying the existence of malnutrition, 
and it was unfortunate that it now had to try to undo by 
good nursing the damage done by creating malnutrition. At 
the stage where midwifery began to operate it was too late 
to undo the effects of malnutrition. The report of the Depart- 
mental Committee on Maternal Mortality said: ‘‘ We cannot 
expect a low maternal mortality rate unless women subjected 
to the strain and stress of the physiological function of child- 
birth are themselves healthy and physically fit to undergo it.”’ 
Conditions of life among the poor were to some extent respon- 
sible for the high rate of maternal mortality. The late Chief 
Medical Officer of the Ministry of Health, Sir George Newman, 
in one of his reports said that a factor in this problem was 
neglect of the nutrition of the mother during pregnancy, and 
particularly her diet. Continuing, Mr. Greenwood said there 
ought to be more effective ante-natal care. Sir Kingsley Wood 
had mentioned one million visits to ante-natal clinics. That 
was too few by comparison with 700,000 births per year. 

Sir KincsteEy Woop: 580,000 births. 

Mr. GREENWOOD went on that the figure of one million 
visits for roughly 600,000 births showed that areas of the 
country were not properly served by ante-natal clinics and 
that large numbers of women did not make use of the 
opportunities which the clinics provided. In providing care 
at birth the Bill would help, but provision ought to be 
included 


for more maternity hospitals and to ensure that 


behind the midwife there were the services of the Most 
skilled gynaecologists. What was equally needed was cage 
after childbirth. The Bill provided a ten-days’ service for 
this. Immediately after the war there was a Washingtog 
Maternity Convention under which, if it had been ratifieg 
women engaged in industrial employment would be required 
to remain away from work six weeks before and six weeks 
after childbirth. If it was advantageous to keep mother 
from industrial employment for six weeks after childbirth 
what argument was there against keeping the housewife away 
from her normal duties during a similar period? Dug 
confinement and afterwards help should be provided for the 
mother in the home. The law authorized local authorities 
to appoint home helps to go round these cases. Many local 
authorities did not make such provision, and the working. 
class mother was troubled not by feeling that the midwife 
was not looking after her properly, but with the worry jg 
the home. 

The Bill helped to secure a more adequate service of 
trained qualified midwives and would improve their status 
and conditions. That was important, as midwives had never 
received the honour due to them. Mr. Greenwood did not 
like the principle of providing further public money for 
voluntary organizations. Municipal services were now 
capable, if spurred on, of undertaking this responsibility, He 
would have liked the Minister to round off the scheme 
for providing a parallel service of home helps similar to 
the service of midwives and in the same Bill. He hoped 
that in committee Sir Kingsley Wood would enable the 
Labour Opposition to carry amendments to improve the Bill, 

Major J. W. Hits said the Bill went a long way. A good 
midwifery service was the most effective weapon in reducing 
maternal mortality. By providing a whole-time paid mid- 
wifery service the Bill gave the midwife a different position 
in the medical world. The old quarrel between the doctor 
and the midwife was now composed. Doctors were now the 
first to recognize that midwifery was an essential part of 
the obstetric service. He noticed that the ten days specified 
in the Bill for the attendance of the midwife was a minimum. 
He should like to see it raised. To give four days more, 
making the attendance fourteen days, would avoid a great 
deal of post-natal trouble. He hoped that in committee 
the Minister would accept an amendment to that effect. 
Clause 6 abolished the maternity nurse, who often usurped 
the midwife’s function. If she endangered health she ought 
to go, but he doubted whether the country could do without 
a secondary service. The Bill rightly swept away midwives 
engaged in small or inadequate practices, and reduced the 
remainder to a compact whole-time service. That was 
excellent, but the reduction would be large in parts of the 
country. In one London borough the number of midwives 
would be reduced from forty to nine. In that borough there 
were 800 confinements annually. Could the smaller service 
give the attention that the larger number of midwives gave? 
They could not give service for longer than ten days, after 
which somebody had to step in and look after the mother. 
The question was whether Parliament should abolish the 
maternity nurse or train her? Did the Minister not think 
that if the Bill remained as it was the after-service would 
be turned over to the old ‘‘ handy woman,’’ with all the old 
evils again? He further asked the Minister to induce the 
Central Midwives Board, which was not under him, to 
increase the period of training for midwives to two yeals. 
If that were done the country would get a splendid service. 


A ‘‘ National Maternity Service ’’ Wanted 


Mr. A. Hotranp referred to the report of the Departmental 
Committee of 1932. By investigation of 3,432 deaths this 
Committee showed that 45.9 per cent. of those deaths could 
have been avoided. The causes of the deaths were: lack of 
failure of ante-natal care, 15.3 per cent. ; error of judgement, 
19.1 per cent. ; lack of facilities, 3.7 per cent. ; and negligence 
on the part of the patient, 7.7 per cent. Given the facilities 
which should be their common right—a sufficiency of food, 4 
decent dwelling, and necessary skilled attention in times of 
sickness—the working classes were quite capable of managing 
their own affairs, and the majority of cases would be examples 
of motherhood to those who now tried to teach them. The 
salaricd midwifery service would only be a short step in the 
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right direction. Every mother should have the choice of 
a medical practitioner during the ante-natal period if she 
so desired plus the attention of the midwife during confine- 
ment. The safeguarding of human life should receive prior 
consideration to any monetary expenditure. Medical officers 
of health and medical practitioners argued the respective 
merits of domiciliary and institutional treatment, but if the 
average mother could be assured of skilled treatment in her 
own home that would be the choice in normal cases. — A 
complete national maternity scheme was needed, including 
supervisory clinics within easy reach of the mother’s home, 
stafled by doctors with special knowledge and experience in 
obstetrics. There should be health visitors, improved housing 
conditions, improved nutrition for the mother, and hospitals 
of rest with competent nursing and medical staffs. 

Mr. KincsLtey Grirritu said the Bill was limited by its 
title to amending the Midwives Acts, 1902 to 1926, although 
no one would have recognized that when listening to Sir 
Kingsley Wood. It almost boiled down into a scheme for 
fewer and better midwives. He hoped Mr. Shakespeare when 
he replied for the Government would say how the number 
of midwives under the new system would compare with those 
who were employed before. The percentage of failure in 
examinations held in midwifery differed markedly between 
one district and another. The percentage in Leeds was 32.9, 
while in Birmingham it was only 14.2. This seemed to 
indicate considerable difference in the training of midwives 
and their certification. He asked whether the associations 
that were to be included in this scheme were to be limited 
to voluntary associations now conducting midwifery services, 
or whether it would be open to a nursing association which 
had not hitherto engaged in those services to open out on 
that line; whether midwives employed by the voluntary 
associations would be able to take part in the superannuation 
scheme under Clause 2; and whether the post-certificate 
courses to be supplied for midwives under the new scheme 
would be open to midwives employed by the voluntary 
associations. 

Midwifery as a Profession 

Sir FRaNcIS FREMANTLE Said speakers on the Bill had not 
realized that the number of midwives would probably be cut 
down to half what it was at present, and that half would 
be more hardly treated from a professional point of view 
and higher requirements demanded of it. The Minister him- 
self took it for granted that the flow of recruitments would 
come in. But was that the case? The financial scales and 
conditions of service which the Bill laid down, though better 
than hitherto, were inadequate to bring in the right kind of 
person. If a young girl had to choose the profession for a 
lifetime she must be given a flexible future, with the chance 
of varying her employment according to taste and fitness, in 
a service in which she would have behind her specialists and 
superintending officers of high class. That could not be done 
by an authority which had a small rateable area, no skilled 
superior officers, and only employed two or three midwives. 
What was really needed, though the Bill did not deal with it, 
was @ multiplication of the sources of training for women who 
desired to put C.M.B. after their names. There should be 
some kind of intermediate qualification for women. The Bill 
hid down that those who were to work in maternity under 
adoctor should be qualified under the Central Midwives Board 
or the Nurses (Registration) Act. This would not make it 
possible for nurses in one of the specialized services to register. 
A minor amendment in committee would probably meet the 
case. The Bill made provision solely for whole-time midwives. 
To provide these would be impossible in country districts if 
“whole-time midwives ’’ meant they were to be midwives 
and nothing else. 

Mr. Ritson said that after the passage of the Midwives Acts 
in some of the larger colliery districts the doctor thought 
itwas not his duty to be present, because there was a midwife 
on the case. He hoped the Minister would look into that 
state of things. When the service of a doctor was paid for 
under health insurance it was his duty to be there. Doctors 
were too ready to get rid of these poor people. The Minister 
of Health ought to see that every medical officer in every 
institution was thoroughly supervised in matters of this kind. 
Mr. Keen put the case for making the London borough 
councils the authorities for midwives under the Bill and not 
the L.C.C, 


Miss WILkINson said that only 16,000 midwives were 
practising, and of these nearly half were in some way salaried, 
being employed by hospitals, associations, or institutions. 
The Bill must tackle the problem of independent midwives, 
the majority of whom to-day did not earn as much as £100 
a year each. She also asked the Minister to consider 
generously the compensation of the older midwives. Mr. 
Leckie said that according to figures supplied him from 
Walsall the problem appeared to be one of more equitable 
distribution of cases, and he presumed it was the same in all 
industrial areas. In that town there were three midwives 
who conducted 750 cases, and who were earning considerably 
more than they could get under any scheme set up by the 
Bill. If they came into the scheme they would get no 
compensation for the loss of money, and if they stood out the 
local authority had no power to restrict their practice. Under 
the scheme the local authority might have to say to expectant 
mothers that they could not have the midwife of their choice 
as she already had her quota. The point could be surmounted 
in committee. The Association of Municipal Corporations 
raised no objection to the main principles of the Bill, but 
objected to the provision that local authorities should be com- 
pelled to pay one-half of the aggregate amount paid by way 
of compensation to midwives who ceased to practise. It was 
felt strongly that this should be a national charge. 


A Step Towards State Medicine 


Mrs. TATE said that the Ministry of Health should have 
charge of the Central Midwives Board. The Bill would only 
be of value in reducing maternal mortality if it provided a 
better-trained midwifery service. lf they could not have 
two years’ midwifery training, let Parliament at least see that 
all midwives were also trained nurses. The medical profession 
deplored the propaganda with regard to maternal mortality, 
but let the House recognize that the fear »f women about the 
dangers of childbirth was there because of the failure of the 
medical profession in the past. It was quite useless to have 
better training for midwives unless they had far better 
training for doctors also. In many cases to-day the doctor 
whom the midwife had to call to an abnormal case had not 
the degree of skill and knowledge of the circumstances which 
was possessed by the midwife who made the appeal. While 
the Hospitals Appointment Board refused to make it neces- 
sary for women who took the higher appointments in hospitals 
to hold a certificate of the Central Midwives Board, Parlia- 
ment would never ensure that there was sufficient material for 
the midwives and doctors to be trained on. 

Mr. FRANKEL welcomed the Bill as a step towards a State 
medical service. All over the country the number of ad- 
missions of patients in connexion with maternity work had 
grown tremendously in the publicly controlled hospitals as 
compared with the voluntary hospitals and institutions. In 
considering this Bill the Minister had to give great thought 
and care to the vested voluntary institutions. He did not 
wish to detract from the great work, particularly propaganda 
work, which they had done, but the House ought to give the 
local authorities controlling the health interests of this country 
every opportunity of developing all kinds of work necessary 
to public health. He wished to safeguard against the posst- 
bility under this Bill of local authorities farming out their 
responsibility to voluntary organizations without proper care 
and inspection instead of bearing their own responsibility. 
He wished to know what provision there was in the Bill to 
ensure there was no unfair competition from voluntary organ- 
izations in the charges made to the individual. Would the 
voluntary organizations as well as the local authorities be 
compelled to assess according to the means of the patient, or 
were they to have a repetition of what existed in London 
to-day, where voluntary hospitals could charge patients or 
not as they wished, while the L.C.C. was compelled to charge 
according to the means? 

Sir GrorGE Jones hoped that the Minister would stand 
by the proposal in the Bill under which the authority for 
London would be the local supervising authority or the L.C.C. 
As he understood the Bill the good work which the hospitals 
were doing would not be interrupted or diminished. Major 
MILNER hoped the Bill would not prevent those who held 
that treatment in an institution was far better than treatment 
at home from urging the former for women of all classes. [t 
was far better that working women should go into an institu. 
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tion, where there were night and day nurses and every pos- 
sible convenience. He regretted that the service to be pro- 
vided under this Bill would not be in a real sense a 
national one. 


The Case for Domiciliary Attendance 


Captain G. S. ELttstTon said it had been proved that where 
a domiciliary service had been properly organized either by 
a voluntary hospital or a nursing association the local rate 
of maternal mortality fell below the national. It was impor- 
tant to emphasize the domiciliary character of this service. 
Many competent authorities believed that normal confinements 
could be conducted more safely at home than in hospital, 
even in houses where the accommodation was primitive. The 
opinion prevailed among doctors that where the case was a 
straightforward one the majority of mothers were better 
and more safely dealt with in their own homes, on the 
assumption that they were assured of skilled advice and 
attention as provided in this Bill. With a few exceptions, 
all representative public health authorities contended that 
where the local supervising authority was not responsible for 
administration under the Maternity and Child Welfare Act 
of 1918, the authority which was administering that Act 
should also be responsible for the service of midwives pro- 
vided under this Bill. In other words, this midwifery service 
should be an integral part of the maternity and child welfare 
schemes. There was also the importance of securing close 
co-operation between the salaried midwives and the existing 
health visitors, who would be better as colleagues under the 
same authority. The report by medical officers of the 
Ministry who were exploring all the possible cases of mor- 
tality would enable the Minister to complete his scheme step 
by step. Mr. Greenwood had said maternal mortality was 
caused by lack of food and malnutrition, but would anyone 
say the mothers of Birmingham, where the mortality was 
3.23, were twice as well fed as the mothers of Bournemouth, 
where it was 6.98 ; or the people of Liverpool (2.79) twice as 
well fed as the people of Sheffield (5.6)? Factors which the 
Minister was in course of examining included the birth rate, 
the proportion of first births, the occupational circumstances 
of the mother, and the age groups of the female population. 

Miss RATHBONE suggested that the salaried midwife should 
receive not less than a woman health inspector, whose salary 
ranged from £150 to £350 per annum. At present, according 
to letters received by the president of the Midwives Institute 
from midwives, local authorities made no payment for mis- 
carriages, and said that the father must pay when the mother 
was single, though often the father was not known. In some 
cases nothing was paid for ante-natal work. The midwife 
was sometimes made the scapegoat for the sins of other 
people. If a doctor misbehaved and the local authority 
thought there was a scandal, they dropped upon the midwife 
but not upon the doctor, because the local authority was 
often frightened of the medical profession—it being so well 
organized and so articulate. The midwife had all the 
discipline of being a public servant but none of the status 
and none of the rewards. 

Mr. Epwarp Dwuwwn said the case for the Bill was founded 
in the alarming fall in the birth rate, which had decreased 
from 881,138 in 1911 to 580,413 in 1933. For every three 
babies born in 1911 only two were born at the present time, 
and the Bill should be directed to securing a trained mid- 
wifery service in order that the birth rate might be prevented 
from falling even lower. The £500,000 suggested as the con- 
tribution of the Exchequer to the local authorities under this 
Bill worked out at very nearly £1 per birth, and the Minister 
should regard this provision as too modest for the training of 
a midwifery service. 

Mr. Ruys Davies said he was amazed to learn that some 
women now practising midwifery were over 80 years of age. 
The service was deteriorating because it was less attractive 
to women than some new cccupations and professions. Every 
attack on the problem of maternal mortality up till now had 
failed. Statistics did not provide an accurate picture. Until 
the nation had statistics of maternal mortality in respect of 
each child born the picture would not be complete. One 
thing which stood out from this debate was that 
‘voluntaryism ’’ would never grapple with this problem as 
They were not paying sufficient 


effectively as public control. 
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attention to the woman before the day of her confinement 
Paying midwives a proper salary and giving them better 
training would not avail much in reducing mortality, 


Government Reply 


Mr. GEOrrREY SHAKESPEARE, replying for the Government 
said Sir Kingsley Wood had reason for satisfaction jn the 
almost unanimous approval of the Bill. Mr. Greenwood had 
asked the meaning of “‘ for at least ten days after childbirth.” 
Those words referred only to a midwife who was acting as q 
maternity nurse because the term of ten days was fixed 
the rules of the Central Midwives Board for midwives actj 
as such. Let the House note that the Bill said not “ ten 
days,’’ but ‘‘at least ten days ’’ ; if the doctor or midwife 
decided there was need for further attention they could 
give it. There was considerable opinion among the medical 
profession that ten days was not enough. Mr, Kingsley 
Griffith asked how many salaried midwives would be necessary 
under the Bill. The Joint Council of Midwifery estimated 
that roughly 4,500 new salaried midwives would be necessary, 

Mr. Griftith also asked whether voluntary associations which 
might be formed in future could come into the scheme. The 
answer was that they could. Training places in training 
schools for midwives would be reserved for those who intended 
to practise, and the training schemes and grants would apply 
whether a trainee came from the salaried service or from the 
voluntary service. The supervising authority could make a 
grant to a county and nursing association, and include a sum 
towards the expenses of the association in running a super. 
annuation scheme, Of sixty-two counties sixty were in vary. 
ing measure covered by a network of district nursing associa 
tions, and some fifty-five of the counties already had their 
own superannuation scheme. It would be difficult for a small 
non-county borough to provide a sufficient number of mid- 
wives so that there could be reliefs in cases of sickness or 
holidays. In London the county authority, with all the 
county council hospitals behind it, should be the authority to 
administer this scheme. If it were true that 25 per cent. of 
the births occurred in voluntary hospitals the balance of the 
argument would still come down on the side of the larger 
authority, because arrangements would have to be made to 
bring in voluntary hospitals, which sometimes serve four or 
five boroughs. The Minister was always sympathetic in con- 
sidering an application from a maternity and child welfare 
authority employing a whole-time medical officer of health to 
be made a supervising authority under the Act. 

Sir Francis Fremantle had asked whether a midwife in the 
country could practise nursing and other health services. The 
answer was that she could. So long as the midwife gave 
whole-time service she could carry on general nursing work 
when not employed as a midwife. The general idea was that 
the remuneration of the new service should bear comparison 
with the remuneration of health visitors at present under the 
local authorities. In compensating the midwife they would 
have to find out the actual amount of her carnings. When 
they compensated a doctor they did so upon his earnings, and 
not upon the amount he might have earned if he had been in 
a richer area. He thought it a great mistake to look upon 
this scheme as though there were conflicting interests between 
municipal authorities and voluntary organizations. They 
coufd only get the best results when there was perfect co 
operation and confidence between the two. 

After further remarks by Mr. Wood the Bill was read a 
second time without a division, and was sent to a Standing 
Committee. The House then immediately agreed to a money 
resolution authorizing the financial expenditure by Parliament 
necessary under the Bill. 


Silicosis 

Captain CRooKSHANK, replying to Mr. A. Duckworth, said 
that after investigations by inspectors of mines the best 
available precautions had been adopted at the barytes work 
ings in the Pontesbury and Minsterley districts of Shropshire 
to protect the workers from the dangers of silicosis, and he 
hoped that experience would show them to be effective. 
Necessarily the effective application of the day-to-day pre 
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tions which were prescribed was largely in the hands of 
- ement and the workmen themselves, but the 


pa tors < gave the matter close attention whenever they 


workings. 

stated that in 1934 the Silicosis Medical 
Board dealt with applications from South Wales miners or 
heir dependants thus :—death certificates: granted 33, refused 
pe disablement or suspension certificates: granted 188, 
ye 124. For 1935 the South Wales totals were : —death 
rtificates : granted 45, refused 16 ; disablement or suspension 
vortificates granted 192, refused 187. 


Increase in Health Insurance Prescribing 


sir KincstEY Woop said, on May Ist, in answer to Mr. 
Rhys Davies, that the cost of drugs for insured persons had 
increased in Lancashire in common with other areas. The 
increase in Lancashire was given by Mr. Davies as from 
19.30d. per insured person in 1916 to 41.21d. in 1934. Sir 
Kingsley said Article 42 of the Me dical Benefit Consolidated 
Regulations, 1928, provided machinery for dealing with cases 
where the cost was in excess of that reasonably necessary 
for the adequate treatment of the patients. 


One Year’s References to R.M.O.s 


On May Ist Sir Kincstey Woop gave Mr. Graham White 
a tabulation on insured persons submitted during 1935 to 
regional medical officers for incapacity references and on the 
results. It was: 


Men Women - 

1. Total number of references dealt with .... 178,917. ...... 297,921 
9 Number of persons examined 154,139 
3, Number of persons found on examination 

to be incapable of work 104,353 
4, Number of persons found on examination 

to be not incapable of work ... 49,786 
5, Number of persons whose incapacity was 

accepted, so that examination was not 

6. Number of persons not attending for 

examination although fit to do so. 

(Ordinarily these persons had been 

declared by their doctors to have 


Supply of Antitetanus Serum.—Sir Kincstey Woop told 
Mr. Rostron Duckworth, on April 27th, that he did not know 
of any local authority which provided centres where anti- 
tetanus serum was readily obtainable by medical practitioners. 
The Minister of Health, under Section 133 of the Public Health 
Act, 1875, had empowered one or two authorities to provide 
temporary supplies of the serum for the poorer inhabitants of 
their district. The serum was readily obtainable through 
odinary frade channels, and if it were stocked generally by 
leal authorities only a very small proportion of their stocks 
would be likely to be used. The greater part would become 
inert and be wasted. 


Registration of Mother's Age at Childbirth.—Mr. Ranktn, 
on April 30th, asked whether, to measure correctly the fertility 
of the population, Sir Kingsley Wood could arrange for the 
teords of the Registrar-General in future to show the age of 
the mother at the birth of each child, whereby alone a proper 
dagnosis of the situation could be made. Mr. Rankin asserted 
tht this was done in nearly every other country. Sir 
Kincstey, in reply, said it had for some time been the 
intention to make this alteration in the birth registers on the 
fist suitable occasion. Complicated administrative adjust- 
ments and preparations were involved. Steps were now being 
taken to make the change. 


Notes in Brief 


During 1935 thirty boys under 16 years of age were killed 
accidents at mines under the Coal Mines Act and there 
Were 210 cases of serious injury to boys of similar ages. 


Medical News 


The Glasgow University Club, London, will dine at 
the Trocadero Restaurant, Piccadilly, W., on Friday, 
May 29th, at 7.30 p.m., with the Right Hon. J. Ramsay 
MacDonald in the chair. Any Glasgow University men 
who, though not members of the club, desire to attend 
are asked to communicate with the honorary secretaries, 
62, Harley House, N.W.1. 

Sir Richard Gregory, F.R.S., will deliver a lecture 
entitled ‘‘ Science in a Changing World: Recollections 
ana Reflections ’’ at the Royal Institution, 21, Albemarle 
Street, W., on Friday, May 15th, at 9 p.m. 

A provincial meeting of the Section of Orthopaedics 
of the Royal Society of Medicine will be held at the 
Harlow Wood Orthopaedic Hospital, Nottingham, on 
Saturday, May 23rd. After the meeting members will 
be entertained to tea at Welbeck Abbey at the invitation 
of the Duchess of Portland. 


A meeting of the South-West London Medical Society 
will be held at Bolingbroke Hospital, Wandsworth 
Common, S.W., on Wednesday, May 13th, at 9 p.m., 
when Mr. H. Samuell and Dr. C. O. .Hawthorne will 
introduce a discussion, open to friends of members, on 
“Voluntary Euthanasia.”’ 

A meeting of the Society of Medical Officers of Health 
will be held at 1, Thornhaugh Street, Russell Square, 
W.C., on Friday, May 15th, at 5 p.m., when a discussion 
on ‘‘ Post-Graduate Teaching in Public Health ’’ will be 
opened by Professor W. W. Jameson and Professor 
R. M. F. Picken. 

A clinical meeting of the Society of Radiotherapists 
will be held at 11, Chandos Street, W., on Friday, 
May 15th, at 4.30 p.m., when there will be a discussion 
on “‘ Technique and Results of Radiation Treatment of 
Carcinoma of the Rectum,’’ to be opened by Dr. G. F. 
Stebbing and Miss Tod. 

The following meetings of the Tuberculosis Association 
will be held at 26, Portland Place, W., on Friday, May 
15th: 4 p.m., council meeting ; 5.15 p.m., papers on 
‘‘ Climate and its Relationship to Tuberculosis,’ by Sir 
Leonard Rogers, Dr. Andrew Morland, and Dr. Basil 
Price ; 8.15 p.m., papers on ‘“‘ Recent Advances in 
Thoracoscopy and Adhesion Section,’’ by Mr. J. E. H. 
Roberts and Dr. F. G. Chandler. 

A meeting of the North-West London Medical Society 
will be held at the Stroud Laboratories of the National 
Cancer Research Fund, The Ridgeway, Mill Hill, N.W., 
on Tuesday, May 12th, at 9 p.m., when Dr. W. E. Gye 
will deliver a clinical address on ‘‘ Recent Advances in 
Cancer Research.”’ 

The East London Child Guidance Clinic will hold a 
demonstration of work and methods on Monday, May 
18th, at 3 p.m., at the Jews’ Free School, Bell Lane, 
Bishopsgate, E. The proceedings will be opened by Lady 
Cynthia Colville and Mr. J. J. Mallon, LL.D. Readers 
wishing to attend should inform the honorary director 
immediately. 

At the meeting of the Illuminating Engineering Society, 
to be held in the Hall of the Institution of Mechanical 
Engineers (Storey’s Gate, St. James’s Park, S.W.) on 
Tuesday, May 12th, Dr. Merry Cohu of Paris will give 
an address at 7.15 p.m. describing some aspects of the 
question of reflection from road surfaces and notes on 
developments in lighting in France. 

The Fellowship of Medicine announces the following 
courses: thoracic surgery at Brompton Hospital, May 11th 
to 16th; urology at St. Peter’s Hospital, May 18th 
to 30th ; proctology at Gordon Hospital, May 25th 
to 30th ; venereal disease*at London Lock Hospital, May 
25th to June 20th ; general surgery at Cancer Hospital, 
May 16th and 17th ; gynaecology at Chelsea Hospital for 
Women, June 8th to 20th ; clinical and pathological course 
(for M.R.C.P. candidates) at National Temperance 


Hospital, Tuesdays and Thursdays at 8 p.m., June 9th 
to 25th; chest and heart diseases at Victoria Park 


= 
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Hospital, Wednesdays and Fridays at 6 p.m., June 17th The Home Secretary announced on May 4th that he 
to July 10th ; chest diseases at Brompton Hospital, twice | proposes, after the expiration of forty days, to make aq 


weekly at 5 p.m., June 15th to July 11th ; neurology and 
psychotherapy at West End Hospital, June 8th to 
July 4th ; general medicine at Prince of Wales’s General 
Hospital, June 6th and 7th ; obstetrics at City of London 
Maternity Hospital, June 13th and 14th ; fevers at Park 
Hospital, June 30th and 2Ist ; general surgery at Prince 
of Wales’s General Hospital, June 27th and 28th. Courses 
are open only to members and associates of the Fellow- 
ship of Medicine (1, Wimpole Street, W.). ‘ 

The annual dinner of the Metropolitan Police Surgeons’ 
Association was held on April 30th, with a very large 
attendance of members and friends. Among the guests 
were the Commissioner, Sir Philip Game ; Mr. Barrington 
Ward, K.C., Sir Henry Curtis-Bennett, K.C., Sir William 
Willcox, Dr. Isaac Jones, and other members of the 
Headquarters Medical Staff ; Dr. Roche Lynch, and Dr. 
Jas. Davidson (Police College, Hendon). Towards the 
end of a very successful evening Dr. A. R. Moore, last 
year’s president, was presented with a handsome silver 
salver in recognition of fifteen years of valuable work 
on behalf of the association as honorary secretary. 

The annual meeting of the American Association for 
the Study of Goiter will be held in Chicago from June 8th 
to 10th inclusive. From the provisional programme it 
appears that a comprehensive survey of the subject will 
be made, and that well-known authorities in the United 
States will deal with the latest advances made in the 
pathology, therapeutics, and surgery of the subject. The 
relations of the pituitary body and the thyroid, the 
operative treatment of hyperthyroidism, radiation therapy, 
and the effects of diabetes and profound weight loss will 
be among the subjects to be discussed. Further informa- 
tion may be obtained from Dr. W. Blair Mosser, Kane, 
Philadelphia. 

The second congress of Austrian oto-rhino-laryngologists 
will be held on June 12th and 13th at Geneva, when 
papers will be read on the conservative and operative 
treatment of suppuration of the frontal s:nuses and laryn- 
geal stenoses, metabolic disturbances and ear disease, and 
operative treatment of chronic otitis media. Further 
information can be obtained from Dr. Ernst Urbanschitsch 
of Vienna ; his address is Schottenring 24, Wien, 1. 

The fifteenth session of the Journées Médicales de 
Bruxelles will be held in the library of the University 
of Brussels from June 20th to 24th, under the presidency 
of Professor Robert Danis. The inaugural address will 
be given by the well-known novelist Dr, Maurice Bedel. 
Full particulars may be obtained from the _ secrétaire- 
général, Dr. R. Beckers, 141, Rue Belliard, Brussels. 


The preliminary programme has been issued of this 
year’s congress in Edinburgh, from May 26th to 30th, of 
the Royal Institute of Public Health and the Institute of 
Hygiene. There will be five sections—namely, State 
Medicine and Industrial Hygiene ; Women and Children 
and the Public Health ; Tuberculosis ; Rheumatism and 
Allied Diseases ; and Epidemiology and Infective Diseases. 
The presidential addresses in these sections will be given 
by Sir Thomas Oliver, on the foes of industrial hygiene ; 
Professor James Young, on the role of the general practi- 
tioner in obstetric practice ; Dr. L. S. T. Burrell, on the 
infectivity of tuberculosis ; and Dr. F. J. Poynton and 
Professor J. W. H. Eyre, whose subjects have not yet 
been announced. The congress dinner will take place at 
the Caledonian Hotel on May 28th, and various excursions 
and entertainments are being arranged. Inquiries should 
be addressed to the Secretary, Institute of Hygiene, 28, 
Portland Place, London, W.1. 

The Journées Internationales Périodiques de Cardiologie, 
announced in our last issue at. page 923 to be held at 
Royat, France, at Whitsuntide, has been postponed 
indefinitely owing to the death of Professor Louis H. 
Vaquez. <A further announcement will be made in due 
course. 

The King has approved the appointment of Dr. George 
Leslie Milburn to be an Official Member of the Legislative 
Council of the Presidency of Saint Christopher and Nevis. 


Order requiring all cases of manganese poisoning oceggy; 
in factories or workshops to be reported to inapecas 
of Factories and certifying surgeons in pursuance of 
Section 73 of the Factory and Workshop Act, 190}. 


The issue of Le Progrés Médical for April 11th ; 
dedicated to the memory of Professor Chauffard, % 


A news paragraph published on March 28th (P. 676) 
needs some amplification. The appointment of Dr 
Alexis Carrel at the University of California was ‘Sen 
a period of four weeks as a guest lecturer—the Hitchcock 
professor. Dr. Carrel is now back at his regular work 
as a member of the Rockefeller Institute for Medica} 
Research, New York. 


Mr. E. W. Meyerstein has made a further donation of 
£20,000 to the Middlesex Hospital to celebrate his golden 
wedding. The gift was announced by Prince Arthur of 
Connaught at the meeting of the Court of Governors on 
April 29th. It brings Mr. Meyerstein’s donations to ths 
Middlesex Hospital up to £278,000. : 

According to Dr. H. 5. Cumming, Surgeon-General of 
the United States Public Health Service, 775,000 Cases 
of measles were notified in that country in 1934, as com- 
pared with 397,000 in 1933; in the first thirteen weeks 
of 1935 there were 650,000 notifications, as compared with 
387,000 for the corresponding period in 1934, During 
1934, 5,371 cases of small-pox were notified, the lowest 
figure since cases of this disease had been registered, 

Dr. Vurpas has been elected president of the Société 
Medico-Psychologique for 1936. 


Letters, Notes, and Answers 


All communications in regard to editorial business should be addressed 
to The EDITOR, British Medical Journal, B.M.A. House, Tavistock 
Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated, Correspondents who wish notice to 
be taken of their communications should authenticate them with 
their names, not necessarily for publication, 

Authors desiring REPRINTS of their articles published in the British 
Medical Journal must communicate with the Financial Secretary 
and Business Manager, British Medical Association House, Tavi- 
stock Square, W.C.1, on receipt of proofs. Authors over-seas 
should indicate on MSS. if reprints are required, as proofs are 
not sent abroad. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journal, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBER of the British Medical Association and 
the British Medical Journal is EUSTON 2111 (internal exchange, 
five lines). 

The TELEGRAPHIC ADDRESSES are 

EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 
Westcent, London. 

FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London, 

MEDICAL SECRETARY, Medisecra Westcent, London. 
address of the B.M.A. Scottish Office is 7, Drumsheugh 

Edinburgh (telegrams: Associate, Edinburgh; tele 

phone: 24361 Edinburgh), and of the Office of the Irish Free 

State Medical Union (I.M.A. and B.M.A.), 18, Kildare Street, 

Dublin (telegrams: Bacillus, Dublin ; telephone: 62550 Dublin). 


The 
Gardens, 


QUERIES AND ANSWERS 


Twin Pregnancy 


Dr. W. W. SratnrHorre (Yorks) writes: On April 20th T had 
an exactly similar experience in a case of twin pregnancy 
to that of Dr. S. Brennan of Nottingham (Journal, April 
18th, p. 826), the first in a serics of 4,000 cases, with the 
exception that the mother had felt no abnormal sensation 
during the period of gestation. In A Glasgow Manual of 
Obstetrics, by Samuel J. Cameron, on page 414 a picture 
appears of a foetus similar to that presented im my Case 
As fertilization cannot possibly occur after the end of the 
third month because of fusion between the decidua reflexa 
and vera we must presume that the two ova had come 


either from a single ovary or that each ovary had con 
tributed its quota. 
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B.M.J. 1861-1908 
0. M. Symons, sub-librarian of the Penzance Library, 
Comal; informs us that that library has on its shelves 
the British Medical Journal from volume i, 1861, to 1908. 
He asks whether there is any institution or society to whom 
the volumes would be of interest. 


Inceme Tax 
Car Allowance 
“c, R. W. L.”’ owned two cars the written-down values of 
which at April, 1935, were £72 and £198= £270. He sold 
them for £244, and bought a-new car on May 15th, 1935, 
for £324. He ceased general practice on July 15th. What 
can he claim? 

** Assuming that he is entitled to an adjustment of the 
1935-6 assessment, in so far as it applies to the period 
April 5th to July 15th, he can claim as a_ professional 
expense of that period £270 - £244 = £26 as an “‘ obsoles- 
cence” allowance. So far as ‘‘ depreciation ’’ is con- 
cerned he will have received an allowance for 1935-6, and 
that will remain, but subject to restriction to the period 
to July 15th, 1935. The right to the ‘‘ adjustment ’’ 
referred to above will arise: (a) if he was in sole practice, 
and (b) if he was in partnership, and the past and present 
partners combine with him in electing to have the practice 
regarded as having ceased and recommenced as at July 
15th, 1935. 

Car Expenses 
“GM. L.” refers to a suggestion made seven or eight years 
ago that £250 was a reasonable amount to charge for 
running a car. The inspector of taxes now states that £150 
is regarded as adequate. 

** Taking into account the greatly reduced cost of a car 
suitable for normal work, and consequently the reduced 
annual depreciation, it must probably be agreed that a 
smaller charge for car expenses is due than was the case 
eight years ago. At the same time circumstances differ so 
much between practices that any attempt to suggest a 
proper annual charge might be misleading. We suggest 
that ‘‘G. M. L.’’ can probably obtain a better estimate 
of the average running costs of his car from his garage 
manager than we could give him. Depreciation should be 
excluded and claimed separately, and, of course, a deduc- 
tion will have to be made for private use. 


Foreign Resident——Dividends 
“LM. &S."’ lives permanently in India, and derives income 
from Great Britain and Northern Ireland in the form of 
dividends from which United Kingdom income tax is 
deducted. What claim can he make for repayment? 

** Residence outside the United Kingdom does not 
confer exemption in respect of income arising within the 
country. But under Section 24 of the Finance Act of 1920 
a British subject residing abroad is entitled to the usual 
allowances in the ratio that his total income bears to the 
British income. Thus if ‘‘ L.M. & S.’s”’ British income is 
one-fifth of his total income, he can claim repayment up 
to tax on one-fifth of the statutory allowances. He should 
apply for the appropriate form of claim to Chief Inspector 
of Taxes (Foreign Claims), Cornwall House, Stamford 
Street, London, S.E.1. 


Board and Lodging of Maid 
“J. P.’ was allowed a deduction of £52 under the above 
head in a former practice. The inspector of taxes now 
dealing with his assessment refused to allow more than £30, 
but on representations being made to headquarters a com- 
nage of £40 has been agreed. ‘‘ J. P.’’ would like to 
now definitely what amount he is entitled to deduct. 

*, There is no ‘‘ definite’? amount, because the correct 
fim is determined by the actual expenditure, and that 
differs widely according to locality, the standard of food 
and comfort supplied, and, presumably, economy of house- 
hold management. £52 is a not uncommon amount allowed, 
but the only way of proving any particular claim is to 
ascertain the total expenditure and show what is_ the 
appropriate allocation to the domestic staff. 


LETTERS, NOTES, ETC. 


Treatment of Pneumonia 


Dr. H. M. BerncasTLe (South Croydon) writes: I am diffident 
about making the following statement because it appears 
so obvious and simple. Pneumococci being aerobic and 
facultative anaerobes, the giving of oxygen as treatment is 
tantamount to feeding them on what they need and helping 
them to increase and multiply. I am constrained to make 
this comment on oxygen treatment by a case I had fairly 
recently. A strong, healthy woman about 30 was reported 
to me by my senior assistant colleague as having pneumonia. 
I examined, and agreed with the diagnosis—a small area of 
consolidation at the left angle of the scapula with classical 
symptoms. My colleague, who was right up to date with 
modern treatment, suggested early oxygen ; to this I agreed, 
and it was duly given. The patient was dead within three 
days, and, post mortem, I have never seen a more massive 
double pneumonia. I cannot remember ever seeing a case 
of pneumonia which came to the oxygen stage ever recover- 
ing, but of course it eases the symptoms of distress and it 
is a great comfort to relatives to see it being given. I have 
it in my mind that early treatment with CO, gas would be 
a more logical line to take. I have recently heard of an 
experiment in which a squad of men were kept in a sealed 
room for twelve hours without suffering any particular dis- 
comfort, although matches would not light in the room at 
the end of the experiment owing to the CO, gas present. 
As we have no specific for pneumonia of any distinct value, 
I suggest that investigation on the above lines might prove 
of interest. Older practitioners will remember cases of 
wonderful crises and recoveries without any complications 
when the hygienic conditions for nursing were as bad as 
they could be and fresh air religiously excluded. 


Red Cross Day 


Lord ExssisHaM writes: As chairman of the Appeals Committee 
of the British Red Cross Society I should like to be per- 
mitted to draw the attention of your readers to Red Cross 
Day, held on the anniversary of Florence Nightingale’s 
birthday, Tuesday, May 12th. The work of the British 
Red Cross Society has expanded continuously since the 
great war, and its activities at home and abroad are in 
urgent need of support. In England the society has over 
25,000 members helping the suffering, the helpless, the 
ignorant, and the injured. It has ambulances and first-aid 
stations all over the country, clinics for rheumatism and 
orthopaedic clinics, organization for blood transfusion, and 
dispensaries for hop pickers and herring fishers. At the 
request of the Government we have placed our organization 
at its disposal in connexion with the enrolment and training 
of personnel for anti-gas services, and in the task of in- 
structing the general public in air raid precautions. Abroad 
the British Red Cross Society has two units in Abyssinia 
rendering aid to the Ethiopian sick and disabled. Red Cross 
Day is the one occasion during the year when the society 
can appeal to the man in the street to give generously to 
its work of mercy. I ask everyone to spare as much as 
he possibly can, and thus enable a record collection to 
be made on Red Cross Day—May 12th—in 1936. 


Corrigenda 


An error intruded into para. 237 of the Epitome in the issue 
of March 14th. The journal epitomized should have been 
denoted as I] Policlinico, Sez. Chir., January 15th, 1936, p. 1. 


In Mr. R. T. Payne’s article on treatment of varicose diseases 
of the lower limbs in our issue of May 2nd the word 
‘‘removed ’’ appeared for ‘‘ reviewed’’ at the foot of 
column two of page 880. The sentence should have read: 
‘* All varicose vein cases should be reviewed, say, three 
months after the completion of injections.’’ 


Vacancies 


Notifications of offices vacant in universities, medical colleges, 
and of vacant resident and other appointments at hospitals, 
will be found at pages 49, 50, 51, 52, 53, 54, 55, 56, 57, 60, 
and 61 of our advertisement columns, and advertisements 
as to partnerships, assistantships, and locumtenencies at 
pages 58 and 59. 

A short summary of vacant posts notified in the advertise- 
ment columns appears at page 978. 
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ELECTION OF MEMBERS OF COUNCIL 


British Medical Association 


ELECTION OF 22 MEMBERS OF COUNCIL BY 
GROUPED BRANCHES IN THE 
BRITISH ISLES 


The following is a list of the nominations received for 


1936-7 : 
| 
| | 
¢ | Branches in Group | Candidates Nominated 63 
| 
A North of England | Dr. J. Hupson (Neweastle-on-Tyne) 1 
} | Dr. D. F. Topp (Sunderland) 


B | Yorkshire 


C |Isle of Man. Lanca- | Professor A. H. BurGess (Cheadle, 
| shire and Cheshire Cheshire) 


J. S. Manson (Warrington) 
D Derbyshire, 
Yorks. Lincolnshire. | 
Midland 

Bedfordshire. 
bridge and Hunting- | 


| 


| don. Essex. Hert- 
fordshire. Norfolk. 
Northamptonshire. 
| Suffolk 
F | Berks, Bucks, and | Dr. E. H. SNELL (Coventry) i | 
| Oxtord. Birming- | 
ham. Staffordshire 
G | North Wales. Shrop-| Dr. J. R. PrytTHERCcH (Llangefni) 
| shireand Mid-Wales | 
H_ | South Wales and Mon- | Dr. W. E. THosias (Ystrad-Rhondda) | 1 
mouthshire | | 
I | Metropolitan Counties | Sir Crisp ENGLIsH (Marylebone) 4 
| Dr. L. G. GLovEr ‘Hampstead) 
| | Dr. H. RowtNson (South Kensington) 
| Dr. P. B. SPURGIN (Marylebone) 
J | Bath, Bristol, and Dr. I’. H. Bopman (Bristol) 1 
| Somerset. Glouces- Dr. G. GoRDON (Bath) 
tershire. Worcester- 
shire and Hereford-. 
shire 
K | Dorset and West | Dr. H.C. JONAS (Barnstaple) Ve 


| Hants. South-West- | 
ern. Wiltshire | 


| Mr. N. E. WATERFIELD (Great Bookham,| 1 
Surrey) | 


L | Southern. Surrey 


M Kent. Sussex Dr. E. R. FoTHERGILE (Hove) | 
N Aberdeen. Dundee. | Dr. T. FRASER (Aberdeen) 
Northern Counties of | 
Scotland. Perth 
“Oo Edinburgh. Fife | No nominatton 1 
Pp Glasgow and West of | No nomination 1 
Scotland (Glasgow | 
Division) 
() BorderCounties. Glas- Dr. J. B. MILLER (Bishopbriggs) l 


gow and West of 
scotland (5 County 
Divisions). Stirling | 


R Northern Ireland | Mr. JOHN ARMSTRONG (Ballymena) 


The candiates referred to in Groups B, C, D, E, F, G, 
H, I, K, L, M, N, Q, and R, being the oniy candidates 
nominated for these Groups, are hereby declared elected 


Members of the Council for 1936-7. 


Voting papers will be posted to all members of the 
Association in Groups A and J, where there are contests, 
from the Head Office on Saturday, May 9th, 1936: they 
are returnable not later than Saturday, May 16th, to the 
House, 


Medical Secretary, British Medical Association 
Tavistock Square, London, W.C.1. 


No nominations having been received for Groups O and 
P, it rests with the Council either again to invite nomina- 


tions or itself to elect members to fill the vacancies. 


ELECTION OF 1 MEMBER OF COUNCIL BY 
MEMBERS IN THE IRISH FREE STATE 
FOR TWO YEARS 1936-7 AND 1937-8 


Dr. J. P. SHantey (Dublin), being the only candidate 
nominated for election as Member of Council for 1936-7 
and 1937-8 by members in the Irish Free State, is hereby 
declared elected Member of Council for those two years. 


| Dr. W. N. West-Watson (Bradford) | 1 
2 


East Mr. E. Lewis Linwuey (Leicester) 1 


Cam-| Dr. J. W. Bone (Luton) 1 


ELECTION OF 2 MEMBERS OF COUNCIL By 
PUBLIC HEALTH SERVICE MEMBERS _ 


Dr. F. T. H. Woop (Bootle), being the only candidate 
nominated for election as Member of Council for 1936-7 
by Public Health Service Members, is hereby declared 
elected Member of Council for 1936-7. No other nomina 
tion having been received, it rests with the Council either 
again to invite nominations or itself to elect a member 
to fill the vacancy. 


ELECTION OF 4 REPRESENTATIVES AND 4 DEPUTy 
REPRESENTATIVES IN THE REPRESENTATIVp 
BODY BY PUBLIC HEALTH SERVICE MEMBERS 


The following, being the only: candidates nominated for 
election as Representatives for 1936-7 by Public Health 
Service Members, are hereby declared elected Representa. 
tives in the Representative Body for 1936-7, 

Dr. J. Fenton (Kensington). 
Dr. J. Maure Horne (Poole), Dorset, 
Dr. R. H. WitsHaw (Worthing). 


No nominations having been received for the fourth 
Representative nor for the 4 Deputy Representatives 
their appointment rests in the hands of the Chairman of 
the Representative Body. 

G. C. ANDERSON, 
Medical Secretary, 


BRANCH AND DIVISION MEETINGS TO BE HELD 


East YORKSHIRE Brancu.—Wednesday, May 13th. Annual general 
meeting. 

EprinsurGH BrancH: EpinsuRGH Letra Division.—At 
Scottish House, 7, Drumsheugh Gardens, Edinburgh, Tuesday, May 
12th, 8.15 p.m. Annual meeting. Election of representatives: and 
deputy representatives to Annual Representative Meeting; considera. 
tion of Annual Report of Council ; and election of officers, ete. At 
Bruntsfield Links, Davidson's Mains, Wednesday, May 20th, 2 p.m, 
Treasurer's Cup golf competition. 

Essex Brancu.—At. East Anglian Institute, King Edward's 
Avenue, Chelmsford, Wednesday, May 13th, 3 p.m. Mr. A. M 
Mathews: ‘‘ The County Hospital Policy.’’ Discussion: “™ The 
Proposed Salaried Midwifery Service.’’ To be opened by Dr. W. A, 
Bullough. 

Essex Brancn: Mrp-Essex Diviston.—Wednesday, May 18th, 
3 p.m. Divisional meeting. 

GLOUCESTERSHIRE Brancu.—At Cheltenham, Thursday, May Mth 
Annual meeting. 

HertrorDSHIRE Brancn: Barnet Diviston.—At Barnet Victoria 
Cottage Hospital, Tuesday, May 12th, 3 p.m. Consideration of 
(a) adoption of resolutions, (b) ‘Annual Report of Council, and (9 
memorandum on public education in health. Election of repre- 
sentative to Annual Representative Meeting. 

LANCASHIRE AND CHESHIRE BraNncH: BrLackBuRN Diviston.—At Old 
Bull Hotel, Blackburn, Wednesday, May 13th, 8.45 p.m. Considera- 
tion of adoption of resolutions. 

LANCASHIRE AND CHESHIRE BrancH: Mancuester DIvision— 
Meeting of Manchester and District Medical Golfers’ Association at 
Reddish Vale, Wednesday, May 13th. The member of the Division 
who returns the best handicap score at this meeting will represent 
the Division in the final stage of the Treasurer’s Cup golf com- 
petition at the Annual Meeting of the British Medical Association 
at Oxford in July. 

Merropouitan Countirs Brancu: Criry Divisron.—At Metro 
politan Hospital, Kingsland Road, E., Friday, May 15th, 4.30 p.m, 
Mr. C. Naunton Morgan: Surgical cases. 

Merropouitan. Counties Hampsteap  Driviston.—At 
Hampstead General Hospital, Thursday, May 14th, 8.30 pm, 
Consideration of Annual Report of Council. 

Merrropouiran Counvres Branco: St. 
B.M.A. House, Tavistock Square, W.C., 
8.45 p.m. Annual general meeting. 

Merrropouiran Counties BrancH: Srratrorp Diviston.—At Queen 
Mary’s Hospital for the East End, Stratford, E., Tuesday, May 
12th, 9.15 p.m. Annual meeting. Consideration of Annual Report 
of Council; election of officers. At Piccadilly Hotel, Thursday, 
May 14th, 8 p.m. Annual dinner and presentation of cups. 

NortH or Enctanp Brancu: Drvision.—At 
7, Windsor Terrace, Newcastle-on-Tyne, Tuesday, May 12th, 80 
p.m. Election of representatives and deputy representatives to 
Annual Representative Meeting, and consideration of Annual Report 
of Council. 

NORTHERN IRELAND Brancu.—Friday, May 15th, 4.15 p.m. Annual 
general meeting. : 

SoutH-WESTERN Brancu: Diviston.—At Goodbody’s 
Café, Bedford Street, Plymouth, Wednesday, May 20th. 7.30 P.M. 
supper; 8.30 p.m., annual general meeting. Consideration of (a) 
adoption of resolutions, and (b) Annual Report of Council ; elec- 
tion of officers, etc. 

SurREY BRraNcuH: 
and District Hospital, Tuesday, May 12th, 8 p.m. 
meeting. Election of officers. Consideration of Annual Report 
Council. 
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Mepicar JouRNAL 


: Ricumonp Drvision.—At Richmond Royal 
nei ee May 8th, 9 p.m. Annual meeting. 
BrancH: BRIGHTON Diviston.—At Hove Town Hall, 
maa May 14th, 8.30 p.m. Dr. E. Kaye Le Fleming (Chairman 
Thursday: “The British Medical Association World Tour to 
1935.” Saturday, May 23rd, annual summer outing to 
rues Cathedral and Palace and St. Mary’s Hospital. 
Sussex Branco: WEST Sussex Div:sion.—At Burlington Hotel, 
Worthing, Wednesday, May 13th, 6 p.m., annual general meeting ; 
election of officers. 7.30 p.m., dinner. 


British Medical Association 


OFFICES, BRITISH MEDICAL ASSOCIATION HOUSE, 
TAVISTOCK SQUARE, W.C.1 


Departments 
TIONS AND ADVERTISEMENTS (Financial Secretary and 
Manager. Telegrains: Articulate Westcent, London). 
MepicaL SECRETARY (Telegrams: Medisecra Westcent, London). 
Epiror, BritisH Mepicat JourNAL (Lelegrams: Aitiology Westcent, 
don). 
‘iethons numbers of British Medical Association and British 
Medical Journal, Euston 2111 (internal exchange five lines). 


ScoTtisH MepicaL SECRETARY: 7, Drumsheugh Gardens, 
(Telegrams: Associate, Edinburgh. Tel.: 24361 
edinburgh.) 
sod tree State Medical Union (I.M.A. and B.M.A.): 18, Kildare 
Street, Dublin. (Telegrams: Bacillus, Dublin. Tel.: 62550 

Dublin.) 


Diary of Central Meetings 


May 


8 Fri. Public Health Committee, 2 p.m. 

12 Tues. Pathologists Group Committee, 9.30 a.m. 

13 Wed. Hospitals Committee, 2 p.m. 

14 Thurs. Insurance Acts Committee. 11.30 a.m. 

15. Fri. Public Medical Services Subcommittee, 2.15 p.m. 

19 Tues. Organization Committee, 2 p.m. 

21 Thurs. Dominions Committee, 2.15 p.m. ! 

9 Fri. Sir Charles Hastings Lecture Subcommittee, 2 p.m. 
Conference with Society of Medical Officers of Health, 

2.45 p.m. 


JUNE 
5 Fri. Journal Committee, 2.30 p.m. 
10 Wed, Council, 10 a.m. 
2 Fri. Scholarships and Grants Subcommittee, 2.30 p.m. 


DIARY OF SOCIETIES AND LECTURES 


Royat Sociery OF MEDICINE 
Section of Therapeutics and Pharmacology.—Tues., 5 p.m. Annual 
General Meeting. Election of Officers and Council for 1936-7. 
Papers by Prof. J. H. Gaddum, Estimation of Histamine in 
Blood ; and Mr. R. Wein, Effect of Diet on Resistance to Drugs. 
Section of Psvchiatrvy.—TYues., 8.30 p.m. Annual General Meeting. 
Election of Officers and Council for 1936-7. Papers by Dr. E. 
Guttmann, Some Psychiatric Observations in Arterial Hyper- 
tension; Dr, R. F. Barbour, Bromide Intoxication ; and Dr. 
W. Mayer-Gross, The Question of Optic Impairment in Construc- 
tional Apraxia. 
Section of Surgery: Subsection of Proctology.—Wed., 5 p.m. 
Annual General Meeting. Election of Officers and Council for 
1936-7. Discussion: Aetiology and Treatment of Fibrous Stricture 
of the Rectum (including Lymphogranuloma Inguinale). Openers, 
Dr. R. Bensaude, Dr. Marshall Findlay, Dr. P. H. Manson-Bahr, 
Mr. J. P. Lockhart-Mummery. 8 p.m., Annual Dinner of the 
Subsection at Langham Hotel, W. 
Section of Obstetrics and Gynaecology.—Fri., 8 p.m. Annual 
General Meeting. Election of Officers and Council for 1936-7. 
Discussion on the motion: ‘‘ That induction of premature labour 
should not play anv part in the treatment of pelvic contraction 
or disproportion in  primigravidae.’’ Openers, Mr. Frederick 
Roques, Mr. Arnold Walker, and Mr. A. J. Wrigley (for the 
motion) ; Dr. Herbert R. Spencer and Mr. James Wyatt (against 
the motion). Other speakers, Mr. Everard Williams, Mr, G. W. 
Theobald, and Mr. Hastings Ince. 
Section of Radiology.—Fri., 7 p.m. Annual General Meeting. 
Election of Officers and Council for 1936-7. 8.15 p.m., Annual 
Dinner of Section at Claridge’s Hotel, W. 
Section of History of Medicine.—Sat., Meeting at Bath by invitation 
of the Bath Spa Committee. 2.45 p.m., Demonstration of bathing 
establishment, old Roman baths, cross bath, modern bathing 
establishments, etc. ; tea on terrace of Roman baths; visit to 
historical buildings in Bath. 7.45 p.m., Dinner at Guildhall. 
9.30 p.m., Address by Dr. F. G. Thomson: Some Early Physicians 
at Bath and the Times they Lived In. 


Instircre or Rapiorocy, 32, Welbeck Street, 
Thurs., 6.30 p.m., Annual General Meeting. Fri., 11 a.m., Visit 
to Radium Institute, 16, Riding House Street, W. 


British Rep Cross Sociery, 9, Chesham Street, S.W.—Fri., 5 p.m., 
Lecture on Air Raid Precautions. 


HarveEIAn Socrety or Lonpon.—At 26, Portland Place, W., Thurs., 
8.30 p.m. Discussion: Angina Pectoris. To be opened by Dr. 
Basil T. Parsons-Smith. 


Mepicat Society or 11, Chandos Street, 
W.—Thurs., 8.30 p.m. Dr. Emanuel Miller: The Limits of 
Psychopathology. 


Mepicat Socrery oF Lonpon, 11, Chandos Street, W.—Mon., 
8 p.m., Annual General Meeting. 8.30 p.m., Annual Oration by 
Sir James Walton: Carcinoma of the Stomach. Followed by a 
conversazione. 


NortH Lonpon MEDICAL AND CHIRURGICAL SocreTy, Royal Northern 
Hospital, Holloway Road, N.—Fri., 8.30 p.m. Annual General 
Meeting and Dinner. 


Nortu-West Lonpon Mepicat Socrery.—At Stroud Laboratories, 
National Cancer Research Fund, The Ridgeway, Mill Hill, N.W., 


Tues., 9 p.m. Dr. W. E. Gye: Recent Advances in Cancer 
Research. 


PappinGton Mepicat Sociery.—At St. Mary’s Hospital, Paddington, 
W., Tues., 9 p.m. Dr. James Mennell: Diagnosis and Treatment 
of Some Common Conditions for which Manipulative Treatment 
is Required. 


Royat Institution, 21, Albemarle Street, W.—Fri., 9 p.m., Sir 
Richard Gregory, F.R.S.: Science in a Changing World— 
Recollections and Reflections. - 

Soutu-West Lonpon Mepicat Socrery, Bolingbroke Hospital, 
Wandsworth Common, S.W.—Wed., 9 p.m. Discussion: Volun- 
tary Euthanasia. To be opened by Mr. H. Samuell and Dr. 
C. O. Hawthorne. 

West Kenr Socrery. — At  Chiesman’s 


Restaurant, Lewisham, S.E., Thurs., 7.30 p.m., Reception; 
8 p.m., Annual Dinner and Dance. 


POST-GRADUATE COURSES AND LECTURES 


PritisH Post-Grapuate MepicaL ScHoor, Ducane Road, W.—Daily, 
10 a.m. to 4 p.m., Medical Clinics, Surgical Clinics or Operations, 
Obstetric and Gynaecological Clinics or Operations, Refresher Course 
for General Practitioners. Mon., 2.15 p.m., Dr. Duncan White, 
Radiological Demonstration ; 3.30 p.m. Mr. Wilfred Shaw, 
Irregular Uterine Haemorrhage. Tues., 2 p.m., Prof. Kettle, 
Pathological Demonstration ; 3 p.m., Dr. King, Phosphatase as 
a Test of Hepatic Function. Wed., 12 noon, Clinical and Patho- 
logical Conference (Medical) ; 2.30 p.m., Clinical and Pathological 
Conference (Surgical). Thurs., 2.30 p.m., Dr. W. S. C. Copeman, 
Arthritis ; 2.30 p.m., Sir Henry Gauvain, Surgical Tuberculosis ; 
3 p.m., Operative Obstetrics. Fri., 2.15 p.m., Dr. A. A. Davis, 
Gynaecological Pathology. 

FELLOWSHIP OF MEDICINE aND Post-GrapuaTE Mepicat AssociaTION, 
1, Wimpole Street, W.—Brompton Hospital, S.W.: All-day 
Course in Thoracic Surgery. St. John’s Hospital, Lisle Street, 
W.C.: Afternoon Course in Dermatology. Maudsley Hospital, 
Denmark Hill, S.E.: Afternoon Course in Psychological Medicine. 
Cancer Hospital, S.W.: Sat. and Sun., Course in General Surgery. 
Courses are open only to members and associates of the Fellow- 
ship of Medicine. 


CENTRAL LONDON THROAT, Nose aND Ear Hospitat, Gray’s Inn 
Road, W.C.—Daily, Clinical Course for Part II of D.L.O. 
Examination. 


HospitaL FOR SicK CHILDREN, Great Ormond Street, W.C.—Wed., 
2 p.m., Clinical Lecture, Sir Lancelot Barrington-Ward, Hirsch- 
sprung’s Disease ; 3 p.m., Clinico-Pathological Lecture, Dr. W. W. 
Payne, Food Values, Normal and Special Diets. Out-patient 
Clinics, mornings, 10 a.m. to 12 noon. Ward Visits, afternoons, 
2 p.m. to 3.30 p.m. 2 

InstituTE OF PaTHOLOGY AND Researcu, St. Mary’s Hospital, W.— 
Tues., 5 p.m., Dr. J. E. McCartney, Control of Diphtheria in 
Hospital Wards. 

Krino’s Strand, W.C.—Fri., 5 p.m., Prof. Henri Fredericq 
(Liége), The Laws of Excitation of the Autonomic Nervous 
Systems, with Reference to Chemical Mediators. 

Lonpon ScHoot oF Dermatotocy, 5, Lisle Street, W.C.—Mon., 
5 p.m., Dr. W. N. Goldsmith, Acneiform Eruptions. Tues., 
5 p.m., Dr. H. C. G. Semon, Diseases of the Buccal Mucous 
Membrane. Thurs., 5 p.m., Dr. A. C. Roxburgh, Eczema. 
Fri., 5 p.m., Dr. W. Griffith, Bullous Eruptions. 

PuarMacevuticaL Society, 17, Bloomsbury Square, W.C.—Tues., 
Wed., and Thurs., 5.30 p.m., Prof. Arthur Stoll (Basle), Cardiac 
Glucosides. 

ABERDEEN Mepicat Scnoor.—At Aberdeen Royal Infirmary: Tues., 
and Thurs., 3.15 p.m., Dr. A. W. Hendry and Mr. G. Gordon 
Bruce, Thyroid Gland. 

Brrmincuam Universiry.—At Medical Faculty Buildings, Edmund 
Street: Thurs., 4 p.m., William Withering Lecture by Prof. 
W. W. C. Topley, F.R.S., The Practical Application of Antigen- 
Antibody Mechanisms in Diagnosis, Prophylaxis, and Treatment. 

Guiascow Post-GrapuaTe Mepicat AssocraTion.—At Victoria Infir- 
mary: Wed., 4.15 p.m., Dr. W. Herbert Brown, Occupational 
Dermatoses. 

MancuesteR Inrirmary.—Tues., 4.15 p.m., Mr. E. D. 
Telford, Occlusive Disease of Peripheral Arteries. Fri., 4.15 p.m., 
Mr. A. H. Southam, Demonstration of Surgical Cases. 
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978 May 9, 1936 VACANCIES AND APPOINTMENTS Tne Barrisy 
VACANCIES SOUTHAMPTON: RoyaL SoutH Hants SOUTHAMPTON Hosprry, 


dent Anaesthetist and H.S. to Ear, Nose, and Throat D 
Salaries £150 p.a. each. Males, unmarried. “paxtinest, 
STAFFORD: STAFFORDSHIRE, WOLVERHAMPTON, AND Dup 
CoMMITTEE FOR (male) at Pr 
Bristo. Homoropatuic Hosprrar.—R.M.O. Salary £120-£150 p.a S 
Campripce: = — Hospitat.—(1)_— R.S.O. (2) Hospital and (b) Epsom County Hospital District 
Males, unmarried. Salaries £225 p.a. and £130 p.a, respectively. each i a £375 pa, 
Guipance Covunci., Upper Woburn Place, W.C.—Three | Tiverton an 
_ Fellowships in Psychiatry. Value £300 p.a. each. WARWICKSHIRE AND COVENTRY MENTAL tinea P Whol . 
Crry oF Lonpon Hospitat FoR Diskasks OF THE HEART AND LUNGs, Medical Superintendent. Salary £1,200-£50-£1,500 pa ‘ole-time 
Victoria Park, E.—Medical Registrar (male). Wembley Ursan Disrricr Councit.—Medical Officer of Hea! 
Dersy County (male) at Derby City Hospital. Salary £1,000 p.a ea!th, 
: Salary £200 p.a. Wot 4 
Dersy: Dexsysuire Hosprrat ror Sick CHILDREN.—R.HLS, (female). Salaries £125 p g H.S. Unmarried, 
Doncaster Royat IneirMary.—H.S. (male). Salary £175 p.a. Hoa Hill, 
Duruam Country Councit.—Assistant School M.O. Salary £500-£25- Salaries £100 wo (maleg), 
Exminster: Devon Menrat Hosprtat.—J.A.M.O, (mate, unmarried). £700 p.a BorouGH.—Assistant to the M.O.H. Salary £500.95. 
FaREHAM: KNowie Menta Hospitat.—Deputy Medical Superinten- Councit.—County M.O.H, and 
dent (male). Salary £700-£850 p.a. 
FincHLEy, Hornsey, Woop GREEN, AND FRIERN Barnet JOINT 
Hosprrat CommMirree.—R.M.O. (male) at Isolation 
Muswell Hill. Salary £500-£50-£600 p.a. 
FOLKESTONE: Royat Vicroria Hospitat.—J.R.M.O. Salary £120 p.a. 
GLOUCESTER: GLOUCESTERSHIRE JOINT COMMITTEE FOR IT UBERCULOSIS. 
—J.A.M.O, (male) at Standish House Sanatorium, Sa'ary £250 p.a. 
GRANTHAM HospitaLt.—R.M.O. Salary £200 p.a. 
Gutmtprorp: Royat Surrey Counry Hosprrat.—H.S. (male). Salary | A, 
£150 p.a. 
HospitaL FoR Sick CHitprReN, Great Ormond Street, W.C.—(1) 
R.H.P. (2) R.H.S. Males, unmarried. Salaries £100 p.a. each. 
Hutt Royat InerrmMary.—H.S. to the Ophthalmic and Ear, Nose, 
and Throat Departments (male). Salary £150 p.a. 
Ipswico: East SUFFOLK aND Ipswicw Hospitar.—(1) S. in charge 
of Orthopaedic Department and Fracture Clinic. Salary £500 p.a. 
Kine’s Lynn: West Norrotk anp Kine’s Lynn Hospitat.—H.P. 
Salary £125 p.a. 


Betrast: Forster Green HospiraL FOR CONSUMPTION AND CHEST 
Disgases, Fortbreda.—H.P. Salary £150 p.a. 

BirKENHEAD Epucation Commuirrke.—Assistant School M.O. Salary 
£500-£25-£700 p.a. 


Jc CERTIFYING Factory SurGEoNs.—The following vacant appointm 

Hospital, are announced: Brecon (Brecknockshire), Hoylake (Cheshire 
Applications to the Chief Inspector of Factories, Home Office 
Whitehall, S.W.1, by May 19th. ; 


APPOINTMENTS 


B., Ch.M., F.R.C.S., Consultant Assistant Orthopaedic 
Surgeon, St. James's Hospital, Leeds, and Honorary Consulting 
Orthopaedic Surgeon, Bartholomew Hospital, Goole. 

Poti, A., M.B., B.Ch., D.M.R.E., Assistant Radiologist, Univer. 
sity College Hospital, W.C. 

Situ, G. L. M., M.B., Ch.B., F.R.C.P.Ed., Medical Referee under 
the Workmen's Compensation Act, 1925, for the Midlothian and 
— Sheriff Court Districts (Sheriffdom of the Lothians and 
’eebles). 

Lonpon County Councit.—The following appointm 

Lixcotn City.—aAssistant M.O.H. (male). Salary £600-£25-£700 p.a. announced at the hospitals indicated 24 parenthesse 

Liverpoo.t Ciry.—Junior Assistant Bacteriologist. Salary £400 p.a. Assistant Medical Officers, Grade II: W. J. P. Lillis, LR€ 4 

Liverroo, Universiry.—(1) Lecturer and (2) Two Demonstrators Margaret E Bjorkegren MRCS 
in Physiology. Ungraded. (3) Lecturer in the Department of |) p.H. (Northern); E. T. Lloyd, M.R.C.S., L.RCP., DPE 
Bacteriology. Salaries (1) £600-£700 p.a., (2) £300 p.a. each, and (South-Western). Assistant Medical Officers, Grade I: R. Pearce | 
(3) £600-£700 p.a : ‘ s M.D. (Paddington) ; G. M. Gray, M.B., Ch.B., F.R.C.S. (St. Ma: , 

LLANTRISANT AND Liantrwit Farpre Rurat District.—Medical Officer Abbots); H. B. Bagshaw, F.R.C.S.Ed., and H. € Furst 


of Health. Salary £600-£25-£700 p.a. 
Luton: Bute Hosprrar.—H.S. (male). Salary £150 p.a. 


L.R.C.P. and S.Ed., L.R.F.P.S.Glas. (Lambeth) ; G. C. Dorling, 
IF.R.C.S. (St. Alfege’s) ; C. James, M.D. (Lewisham) ; T. R. F, 


M G I Senior H.S. Sal £180 | 
MAaccLesFIELD GENERAL INFIRMARY.—Senior H.S. Salary p.a. | 
Throat Department. Salary £100 p.a. (Colindale) ; E. Bradbury, B.Chir. (St. Peter’s). Assistant Medical | 
MancHESTER City.—(1) (a) Senior Consultant P., (b) two Consultant Officers, Grade Il: J.» V. Hurford, M.D., D.P.H. (Colindale) ; q 
P.’s, (c) two Consultant S.’s, (d) two Consultant Obstetricians \ Mellroy M.B.. Ch.B (New Rn 1) ha E. LJ. Han LRCP. 
and Gynaecologists, (e) Consultant Orthopaedic S., (f) Consultant M.R.CS., and I.'G. Anderson, M.B., B.S. (Lewisham) ; Joan M 
Aurist, and (g) two Anaesthetists, at Crumpsall Hospital. Oldaker. (St Leonard’s) E Walker, MRCS ERCP. 
(2) (h) Senior Consultant P., (1) two Consultant P.’s, Senior (St. Luke's, Chels*a) ; "Ross. MB. ChB (St “andrews) 
Consultant S., (k) two Consultant S.’s, (/) two Consultant ‘C. Dax. LMSS.A ack P A Borde. MER B.Ch BAO 
Obstetricians and Gynaecologists, (m) Consultant Ophthalmologist, ‘Road Institution). 
Consultant Aurist, (0) Consultant Dermatologist, () Radio- McWhirter M.B., B.Ch., B.A.O ‘(St Luke's ‘Chelsea) H. T J 
logist, and (q) three Anaesthetists, at Withington Hospital. MR I RC (Dulwich) D. Te Burbrid 
(3) (y) Two Consultant P.’s, (s) Consultant Aurist, and (ft) MLR C's. “LRCP (St. ‘Andrew’s) “Wardale MRCS 
Anaesthetist, at Booth Hall Hospital. Salaries of (a), (h) I R CP. Stein MRCS (St Giles) : t 
£400 p.a. each, (b), (c), (d), (i), (k), (D, (), £300 p.a. each, “Barnes, MRCS. LRP. and T. 
(e), (P), (a), (t), £250 p.a. each, and (im), (0), | MER.CS., L.R.C.P. (St. James); W. Lippitt, MRCS, 
£125 p.a. each, 4 L.R.C.P., and W. FE. Maclean, M.B., Ch.B. (St. Olaves); 
MANCHESTER: Ducness or York Hospitat FOR Basres.—Medical J. Salkield, M.R.C.S L.R.C.P. (St. Mary Abbots) ; 
C. Segalov, M.R.C.S., L.R.C.P. (St. Alfege’s) ; D. Erskine, MB, I 
MaNcHESTER Royat Assistant 5. B.S.,  D.P.H. (North-Western). House-Physician and House- 
Mertuyr Generar Hospitar.—R.H.S. Salary £150 p.a. Surgeon: J. G. Clothier, M.B., B.S. (St. Alfege’s). House: 
MontaGu Hospitat.—J.H.S. (female). Salary Surgeons T. BR. MB. PRE S.Ed., and J. Park 
] R. Quinn, M.B., ChM., F.R.CSEd., 
Mitter Genera Hospitat, Greenwich Road, S.E.—(1) Part-time (St. Mary Abbots) ; J. Barrett, M.B., B.Ch., BAO. I 
wor @ 3:5. CertiFYING Factory A. R. Evans, M.B., Ch.B. I 
NEWCASTLE-UPON-[T YNE: DURHAM UNIVERSITY COLLEGE OF MEDICINE. FitePatrick. LRP. and SI for the Broughton District 
—(1) Whole-time Demonstrator in Bacteriology. (2) Junior Has hi ous 0 
Demonstrator in Anatomy. Salaries £350-£450 p.a. and £300 p.a. (Hampshire). - —— ——__—— i 
respectively. 
NEWCASTLE-UPON-TyNE: For Sick BIRTHS, MARRIAGES, AND DEATHS P 
Hon. P. to the Skin Department. 
NotrinGHiM CHILDREN’S Hospirat.—R.H.P. (female). Salary £150 The charge for inserting announcements of Births, Marnages, and 
p.a. : Deaths is 9s., which sum should be forwarded with the notice 
OxrorpD: Wrncrretp-Morris OrtHopaepic Hosprrat.—Lord Nuffield not later than the first post on Tuesday morning, in order to 
Scholarship in Orthopaedic Surgery (mate). ensure insertion in the current issu. 
Poprar Hospitat For AccipeNts, East India Dock Road, E.— ‘ 
Second Resident Officer (mate). Salary £175 p.a. BIRTH st 
Repuitt: Royat Earitswoop Instirution.—J.A.M.O. (male, un- Cimeron.—At the Osborne Nursing Home, Aberdeen, on Sunday, 
married). Salary £250 p.a. May 8rd, 1936, to Gladys Cameron (née Martin), wife of Dr. p 
RocHEsSterR: Sr. BartHoromew’s Hosprtar.—R.S.O. (male, un- T. W. F. Cameron of Chatham, a son. 
married). Salary £225 p.a. HarGan—On April 27th, at Clifton Lane Nursing Home, Rotherham, d 
Royat Waterroo Hospirar, Waterloo Road, S.E.—H.P. (male). to Mary Helen Mclaren, M.B., Ch.B.Glas., wife of Dr. J. J. ; 
Salary £100 p.a. Hargan, a daughter. 
Sr, Joun’s Hosprrar, Lewisham, S.E.—Hon. Ophthalmic Registrar. DEATHS W 
St. Mark’s Hospitar For Cancer, Fistuta, aND OTHER DISEASES OF Apamson.—On April 24th, Robert John Adamson, M.R.C.S., of tl 
THE Kecrum, City Road, I[:.C.—Clinical Assistant in the Out- Brockenhurst, Hants, formerly of Four Oaks, Warwickshire, aged 
patient Department. 71 years. dl 
ScuNnTHORPE aND Disrricr War Memoria, Hospirat.—H.P. Salary GranGe.—On April 29th, 1936, at 11, McKinley Road, Bournemouth, 
£175-£200 p.a. formerly of Moffat and Harrogate, William D’Oyly Grange, M.D. & 


SHEFFIELD: INFIRMARY.—Ophthalmic H.S. Salary £120 p.a. 


beloved husband of Lucy Grange, aged “83. 


: 


